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D A Vi Ss I N FIRM. A RY. Fer Diseases of Women aad Surgical Cases The building is well constructed 

9 and Hospital Training School for Nurses. for surgical work, and especially 
for abdominal cases. The annex and other improvements recently made, together with the well known facilities previously 
in use, provide increased facilities and complete equipment. 


Competent staff of Consultants and Assistants—N logist, Internist, Opthalmologist, Cystoscopist, Radiologist, Pathologist. 
FREE AMBULANCE SERVICE. J. D. S. DAVIS, M. D., Birmingham, Alabama. 
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BEEGHHURST SANITARIUM 


LOUISVILLE, KY. 


A thoroughly modern and 
well equipped psycho 
pathic hospital for the 
treatment of nervous and 
mental diseases, drug ad- 
dictions and alcoholism. 
Ample Buildings. De- 
tached apartments for — 
special cases. Twenty- 
five acres wooded lawn. 
High and retired. 


M. H. YEAMAN, M. D., 
Supterintendent, ° 
(Late Supt. Centrai Ky. Asylum.) 


H. B. SCOTT, A.M.M.D., 


Asst. Physician. 


LONG DISTANCE PHONES. 


Cumberland - E. 267a 
Home - - - - 3655 


St. Luke’s Hospital 


Dr. Stuart McGuire’s Private Sanatorium 
RICHMOND, VA. 


Owned and personally conducted by 
Dr. Stuart McGuire for the exclusive 
use of his private patients. 

Building erected for the purpose to 
which it is devoted, and combines the 
comforts of a home with the conven- 
iences of a modern hospital. 

Location in residential section, con- 
venient to all parts of the city by means 
of the street car service. 

Capacity for sixty patients. Single 
and double bedrooms, with or without 
baths. No wards. 

Designed for surgical and gynecolog- 
ical cases. No contagious diseases, in- 
sane or colored patients received. 

Cost of beard and nursing and other 
information may be obtained by ad- 
dressing the Secretary. 
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HOWELL PARK 
=SANITARIUM= 


FOR TREATMENT OF MILD MENTAL AND 
NERVOUS DISEASES 


WEST END, ATLANTA, A. 


BEAUTIFUL, QUIET, RESTFUL AND 


S Howell Park Sanitarium, which 

is situated in the most attractive 

suburb of Atlanta, and fronting a most 
luxurious park. 


Special attention is given to such thera- 
peutic agents as: Drugs, Hydrotherapy, 
Phototherapy, Baths, Electricity, Dietetics, 
Massage and Rest Cure. 


The most authentic references given 
if desired. 

A high-class Sanitarium with the impressions 
of an Ideal Home are combined. 

Bookl r nd correspondence 
with Address 
J. CHESTON KING, M.D., 


Medical Director and Proprietor. 
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THE POTTENGER SANATORIUM, ano Throats 


MONROVIA, CALIFORNIA | 


A well-equipped institution for the 
scientific treatment of Tuberculosis, 
situated in the foothills of the Sierra 
Madre Mountains, sixteen miles east 
of Los Angeles. Twenty-four rooms 
and eighty bungalows. One-fourth 
of our accomodations with private 
bath. All modern conveniences. 
Close personal supervision. 
F. M, POTTENGER, A.M.,M D., 


CHAS. C. BROWNING, M.D., 
Medical Directors 


J. E. POTTENGER, A.B., M.D 
Chief of Laboratory 


Los Angeles Office: 1202-3 Union Trust Building, 
Corner Fourth and Spring Streets. 


THE DOUGLAS INFIRMARY 


A Private Institution 
for the Treatment of 
Surgical Diseases 


RICHARD A. BARR, M.D. . 2nd Ave., S. and Peabody St., NASHVILLE, TENN. 


DOUGLAS—Sursgical Diseases of the Abdomen 


With Special Reference to Diagnosis. By RIcHARD DouGLas, 
M. D., late Professor of Gynecology and Abdominal Surgery, Medical 
Department Vanderbilt University; Ex-President of the Southern Sur- 
gical and Gynecological Assoctation, etc. 


Second Edition, Revised and Enlarged. By RicHarp A. 
Barr, B. A., M. D., Professor of Abdominal Surgery, Medical De- 
partment Vanderbilt University; Late Major and Surgeon, First Ten- 
nessee Infantry, U. S. Volunteers. 


Illustrated by 20 full-page Plates. Octavo; 900 pages. Cloth, 
$6.00; Half Morocco, $7.50. Net, Delivered. 


FOR SALE IN THE SOUTH BY 


SNELL BROTHERS CO., “exist” Nashville, Tenn. 


COMPLETE CATALOG OF MEDICAL BOOKS ON REQUEST. _ 
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SAUNDERS 


McKenzie on Exercise 


The first part of this new work reviews in a thorough manner just what has been 
accomplished in the development of this subject, describing the various systems and 
methods. The second part deals with the actual application of the exercise in the 
correction and cure of certain diseases and malformations. Send for Circular 
Octavo of 393 pages, with 346 original illustrations. By R. Tarr McKEnNzIE, M. D., Professor of Physi- ~ 
cal Education, University of Pennsylvania. 


Eisendrath’s Surgical Diagnosis LUSTRATED 


The Journal of the Amercian Medical Association says: ‘‘Not only is the reader 
told what to do, but an attempt is made to show him just how to do it.’’ Indeed Dr. 
Eisendrath, being a strong advocate of the teaching of surgery by the education of the 
eyes, has had specially made some 480 superb illustrations. Send for Circular. 


By D. N. ErsenpratH, M.D., Professor of Surgery at the — e of Physicians and Surgeons, 
Meslay Octavo of 775 pages, with 482 illustrations. Clot .50 net ; Half Morocco, $8.00 net. 


Schamberg on Skin and Eruptive Fevers ,2¢s7 


The Johns Hopkins Hospital Bulletin says: ‘‘The descriptions of the eruptions are so 
clear and concise that the appearance of a disease canreadily beimagined. . . An 
abundance of excellent illustrations is a most attractive feature of the book. nv The 
cutaneous manifestations of a// diseases are considered. Send for Circular. 
Octavo of 534 pages, illustrated. By Jay F. ScHAMBERG,.M. D., Professor of Dermasstony, and the 
Infectious Eruptive Fevers, Philadelphia Polyclinic. Cloth,. $3.00 net. 


Campbell’s Surgical Anatomy APPLIED ANATOMY 


The New York Medical Record says: ‘‘The volume before us is one which is emi- 
nently practical and satisfactory. . . . Students and practitioners alike will find 
this work entirely suited to their needs.’’ The beautiful original illustrations are not 
merely isolated dissections, but regional presentations of structures in which are em- 
phasized their surrounding relations. Send for Circular, 


Octavo of 675 pages, with 319 original illustrations. By W1LLIAM FRANCIS CAMPBELL, M. D., Profes- 
sor of Anatomy, Long Island College Hospital. Cloth, $5.00 net; Half Morocco, $6.50 net. 


Have You the Latest Edition of Our Catalogue ? 


The demand for the de luxe edition of our illustrated catalogue was far 
greater than we anticipated, completely exhausting a large print in three 
months. We now have ready a new print (of a new edition) and are 
fully prepared to meet all requests promptly. If your copy is dated 
earlier than December, 1908, it is important to you to fill out the 
attached coupon and mail it to us a7 once. 


W. B. SAUNDERS CO., Philadelphia & London oe & 
Australian Agency: 430 Bourke Street, Melbourne : 
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An Absolutely Nonirritating Local Anesthetic 
SIX TIMES LESS TOXIC THAN COCAIN 


Increases the Action of Suprarenin 
and Other Suprarenal Preparations 


NOVOCAIN 


Not Decomposed by Boiling 


Neutral, Freely Soluble in Water 


General Surgery FOR USE IN Opthalmology 
Lumbar Anesthesia Otology 
Genito-Urinary Surgery Gynecology 


and Dermatology Dentistry 


Literature and Samples on Application to Sole Agents and Licensees 


Victor Koechl & Co. = = New York 


Joun A. WESENER; M.D., Chemist - 
W. A. Evans, M.D., Pathologist 
ADOLPH GEHRMANN, M.D., Bacteriologist 


= COLUMBUS MEDICAL LABORATORY 

z Suite 1406, 103 State Street. Chicago, Ill. PRINTING CO, 
NASHVILLE, TENN. 

Specimen of. 

Patient 


B History PRINTED AND EMBOSSED STATIONERY 


FOR PHYSICIAN 
We make a Specialty of printing MEDICAL JOURNALS 


THE SOUTHERN MEDICAL JOURNAL is printed in 
our establishment. 


Q 
o 
Q 
4 


3 
CHARGE --~ For prices on anything you 
TO a may need in printing and 
binding. Return mail will 
bring the answer. 


FEE TABLE WILL BE SENT ON REQUEST 
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RATES: 1 inch, 1 time, $1.25; 3 
times, $3.00; 12 times, $10.00. 
Ten lines of six words each to the 
inch. Remittance must accom- 
pany order, and copy be received 
by the 25th, preceding date of 
issue. 


SoUTHERN MEDICAL JOURNAL 


150 Fourth Ave., North 
Nashville, Tenn. 


NoteE—We exclude from our columns all 
known questionable ads, and appreciate 
notification from our readers relative to 
any misrepresentation. 


Louisville Research Laboratory 
of Chemistry, Bacteriology, Pathology, Ete. 


(INcoRPORATED) 


BENRARD J. O'CONNOR, A.M., M.D., Pathologist 


Ellis S. ALLEN, A.B., M.D., Pathologist 
EDWIN T. BRUCE, B.S., M.D., Radiographer 


JNO. L. KENDALL, B.S., Ph.G., M.D., Chemist 


Clinical Examinations of all Kinds for Physicians. 

cial Chemical Analyses for Manufacturers, Etc. 
Photographic, Microphotographic, Lantern Slide and X-Ray Work for Phy- 
sicians. Post-Graduate and Preliminary Courses in Above. 


For Mailing Cases, Instructions, Report Blanks, Fee Tables, Etc., write to 


B. J. O'CONNOR, Secretary 701-703 Atherton Building LOUISVILLE, KY. 


DR. WILLIAM KRAUSS’ 


Medical Laboratory 


RANDOLPH BUILDING 


MEMPHIS 


Write for fee bill and information. 


Skiagraphs 


TENNESSEE 


We have opened this page 
(to be added to as needed) 
for the accommodation of 
small advertisements, espec- 
ially from physicians, for 
“Locations,” “For Sale,” 
“Positions,” etc., and even 
display adlets. 

Rates are given above and 
further information on re- 
quest. 
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“We Progress Change” 
“THE ALLISON LINE” 


of physicians’ tables, chairs, cabinets 
and specialties show the ‘‘Progress’’ 
we have made through years of con- 
stant improvement and ‘‘Change.’’ 
If your equipment is old-fashioned 
and out-of-date, you have failed to 
progress with the times and a 
“Change’’ is due. 


Three things are essential to the successful 
practitioner of medicine—knowledge, self-con- 
fidence and the proper appliances. If you have 
the first two, we can supply the third. 


supplement your skill and re- 
duce your difficulties to a min- 
imum. An examination of our 
catalogue will show to the casual 
observer why the word “ALLISON” 
has become a synonym for the 
Best. 


W. D. ALLISON CO. 
887 N. Alabama St. INDIANAPOLIS, IND, 


We are confident that we can’ 
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NOTICE. 


TO THE MEDICAL PROFESSION: 


On this page we wish to send another message to the 
profession of the South. It is the one great desire and 
object of this journal to render to the profession of the 
South as much valuable service as it possibly can. The way 
to accomplish this is through original articles, repcrts 
of cases and abstracts. 


We wish to emphasize the fact with reference to orig- 
inal articles that the Journal will spare no means on its 
part in order to present in the very best condition to the 
profession any article it may publish. It will cheerfully 
prepare plates of illustrations, and really, we urge . 
writers to illustrate their articles by photographs or draw- 
ings. We believe that illustration clears up the subject 
matter and renders it of greater value. We urge our 
Southern writers to send their work to this journal, and 
we will see that the legs bitlan part and the distribution 
are properly done. — 


Ancther valuable educational point is the report of 
selected cases. Some valuable and useful information may 
be given to the young and old practitioner by well pre- 
pared reports of selected cases. — 


We, therefore, request the profession, especially 
those interested in improving the practice of medicine, to 
send the Journal original articles on subjects of their 
own choice and also reports of cases which contain an ele- 
ment of instruction. Awide support of this kind from the 
entire profession of the South will insure the continued 
publication of a journal which will, for that reason, be of 
the greatest help to every practitioner in this section of 
the country. 

Respectfully, 


SOUTHERN MEDICAL JOURNAL, 
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IMPORTANT NEW MEDICAL BOOKS 


TUBERCULOSIS OF ‘THE NOSE AND THROAT, by L. B. Lockarp, 
M. D., Denver, Colorado. Consulting Laryngologist to the Agnes Me- 
morial Hospital, Denver, Colorado. 504 pages. 85 illustrations; 25 of 
them in colors. Price, Cloth, $5.00. Circulars sent upon request. 


DIAGNOSIS AND TREATMENT OF DISEASES OF WOMEN, by 
H. S. Crossen, M. D., Professor of Clinical Gynecology, Washington 
University, Medical Department, Saint Louis, Missouri. 800 pages. 700 
illustrations. Price, Cloth, $6.00. Circulars sent upon request. 


HANDBOOK OF DISEASES OF THE RECTUM, by L. J. Hiescu- 
MAN, M. D., Professor of Rectal Diseases in the Detroit College of Medi- 
cine, Detroit, Michigan. Member of the American Proctologic Society. 
450 pages. 150 illustrations. Two color plates. Price, Cloth, $4.00. 


DISEASES OF THE SKIN, by A. H. OnMaNnN-DuMESNIL, A.M., M.D., 
Ph.G. Formerly Professor of Dermatology in the Marion-Sims Medical 
College, Saint Louis, Missouri. New Third Edition. Thoroughly revised. 
616 pages. 150 illustrations. Price, $4.00. Circulars sent upon request. 


The C. VY. Mosby Medical Book and Publishing Co. 


LOCKARD 


CROSSEN 


HIRSCHMAN 


OHMANN- 
DUMESNIL 


Metropolitan Building, Grand Avenue and Olive Street Saint Louis, Missouri 


STATIONERY 


ENLEW BUILDING 


dackson, Miss. Is never dignified and attractive unless he has the right kind of 
printer do the work. Printed work, as we design and execute 
it, is neat and handsome, while our genuine steel die embossing, 
at a little higher price, simply cannot be surpassed. We will be 


glad to send you samples and quote prices.. Write us. 


Brandon Printing Co. 


NASHVILLE, TENN. 


E. C. FELLOWS 
PHYSICIAN 
BATON ROUGE, LA. 


were 


Sample copies of the JOURNAL will 
be sent to your friends on request! 
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THE COZY CAB 


Read these opinions from Southern physicians: 


“I have used my Cozy Cab several months—in all kinds of weather, and I feel that I should give you my opinion 
of it. First, I shall never use any other make; second, it is handsome and professional looking; third, it makes a doc- 
tor’s life worth living. In the words of the old hymn: ‘It makes D, ber as pl as May.”” 

DR. 4 S. WINTERS, Bessemer, Ala. 


V. SIMMONS, M. D., Summitt, Miss., writes us March 10th, 1909, as follows: “I have had the old buggy 
worked over and she looks fine. Most as good as new. I am partial to the Cozy Cab.” 
Dr. Simmons bought his buggy from us in August, 1906 


DR. S. S. DAVIS, Boonsboro, Md., writes us, March, 1909, as Sllawe: “T am still using the Cozy Cab v4 
gotten from you August, 1906, and it fills the bill in every way.” A 


GET OUR COZY CAB CATALOG— 


It describes several styles of Cozy Cabs at prices from $100 up, and explains our 30-day free ig FOUTS 
trial plan. This catalog is free. Use the coupon, please. oS & HUNTER 


COMPANY, 


= Set : 51 South Third Street, Ps Without placing me under any 

> obligation to buy, send me your 

A oN Terre Haute Cozy Cab B. 1 


year). 


Addr: 
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The “Storm” Bindet | 
Abdominal Supporter 


PATENTED 
Adapted to Use of Men, Women and Children 


O whalebones, no rubber elastic—washable as under- 
wear. Suitable for non-operative and post-operative 
cases. Comfortable for sofa and bed wear and athletic 
exercise. The invention which took the prize offered by 
the Managers of the Woman's Hospital of Philadelphia. . 
A Supporter in harmony with modern surgery that supports — 
with comfort. Of great value for visceroptosis. Illustrated _ 


folder and partial list of physicians using “Storm” Binder 


WOMAN'S BELT, FRONT VIEW 


sent on request. 


KATHERINE L. STORM, M.D., 1612 Diamond St., Philadelphia 


: The Globe Spells Practice 


Globe Nebulizers represent a com- 
plete system of rational treatment 
for Ear, Nose, Throat and Lungs. 


Globe Comprest Air Vibrators are 
a part of this sys- 
tem, and make Va- 
por Vibration pos- 
sible. 


Globe ElectricAir 
Pumps are the 
q Globe Electric Air Pump No. 19. very acme of appa- 
ratus for satisfactory air supply---for any the- 
rapeutic purpose---also, by the way, for your 


Automobile. 
ig We make the prices right. Illustrated Catalog 


free. Equip now, for the season is here . - 


GLOBE MANUFACTURING CO. 


Dept, S. Battle Creek, Mich. Globe Nebulizer Outfit No. 55189. 
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All manuscripts must be in the hands of the editors by the tenth of the month preceding the date of 
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This cut 
represents 


THE 
INHALATORIUM 
CABINET 


The best method 
for treating 


Diseases of the Air 
Passages and the 


Lungs, and also 
Cutaneous 
Affections 


It is the administering internally and locally of such drugs as you wish to use wolatilized by 
steam. Moist, warm, volatilized medicine is most grateful to the patient, soothing and healing, and 
is applicable to a wide range of pathological conditions. In SKIN DISEASES it is practically a 
volatilized medicated bath. 

It will be sold only to reputable physicians, is strictly ethical, as much so as the use of any other 
medical apparatus. lorsed and recommended by leading medical journals. More than 250 in 
use by leading physicians. 

FOR TERMS, DESCRIPTIVE LITERATURE AND CUTS AND FOR INSTRUCTIONS, ADDRESS 


THE INHALATORIUM CABINET COMPANY 
TERRE HAUTE, IND. 


WANTED.—Responsible agents, physicians preferred, to sell our Inhalatorium Cabinets on commission. Sales 
easily made, and we know of nothing that offers as quick returns with a splendid income to progressive physicians. 
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TUBERCULOSIS OF THE BREAST. 


WM. L. RODMAN, M.D., LL. D. 


Professor of Surgery in the Medico-Chirurgical College; Surgeon to the Medico-Chirurgi- 
cal, Presbyterian, Jewish and Philadelphia General Hospitals. 


Virchow did not include tuberculosis as one 
of the affections to which the mammary gland 
was liable. Although Sir Astley Cooper and 
Velpeau had discussed tuberculous diseases in 
a somewhat vague and indefinite way, it was 
not until 1881 that Dubar made a careful, sys- 
tematic and scientific classification of the dis- 
ease. He was the first to demonstrate the 
tubercle bacillus in connection with the breast. 

Though undoubtedly rare, tuberculosis of 
the mammary gland is more common than it 
has been previously thought to be. In 1,500 
cases of mammary disease admitted to St. 
Bartholomew’s Hospital, London, there were 
1.5 per cent. due to tuberculosis. 

Tuberculosis of the breast may be primary 
or secondary. It cannot be stated that the 
lesion is primary unless at autopsy a careful 
and systematic examination is made to ex- 
clude the possibility of a focus elsewhere. If 
no such focus be found, it is fair to assume 
that the disease is primary. When primary, 
infection may either take place through the 
blood or directly from without. When occur- 
ring in the latter way, infection may 
take place either through an open wound 
or through the galactopherous ducts. Verneuil 
believed strongly in the latter mode of infec- 


tion. Inasmuch as the lesions are more pro- 
nounced in the alveoli than in the ducts, and 
furthermore, as the ducts themselves are not 
more diseased at their exit at the nipple than 
in the substance of the gland, it is questionable 
whether infection through the duct is common. 
If infection occurred through the duct it is 
reasonable to suppose that the lesion would be 
more pronounced at the beginning of such 
ducts than elsewhere. Kitt, who has made a 
thorough study of bovine tuberculosis, is of 
the opinion that tuberculosis of the udders is 
nearly always of hematogenous origin. 

Secondary tuberculosis of the breast may 
result from the extension of the disease from 
the ribs or pleura, or be carried by the lym- 
phatics from diseased axillary or other neigh- 
boring lymphatic glands, or through the blood 
current from a focus even remotely situated. 

It has been fairly well established that the 
disease begins within the acini rather than in 
the connective tissue of the breast. 


ETIOLOGY. 


Mammary tuberculosis is far more often 
encountered in young females than in males, 
and is particularly obnoxious to young women. 
Of thirty-two cases studied by Delbet, there 
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were eighteen in the decennium from twenty- 
five to thirty-five. Schley was of the opinion 
that it occurred with equal frequency in the 
third, fourth and fifth decades. Although 
more often found in young women, tubercu- 
losis may be found at any time of life. One 
case I have encountered in literature in a 
woman of seventy. 

Heredity exerts little, if any, influence. 
Trauma and inflammatory affections by low- 
ering the vitality of the breast predispose it to 
subsequent tuberculosis. Tuberculosis in oth- 
er parts of the body markedly predispose one 
to secondary involvement of the breast. Man- 
dry found tuberculosis elsewhere in one-half 
of the cases that he carefully investigated. 


PATHOLOGY. 


We shall not consider miliary tuberculosis, 
which is a general process, and therefore not 
confined to the breast. There are both dis- 
crete and confluent varieties. In the former 
there are isolated tubercles separated by 
healthy tissue. These tubercles may undergo 
changes, either remaining isolated, or by their 
coalesence forming larger masses, this con- 
stituting the confluent form of the disease. 
The isolated tubercles vary widely in size, 
some being smaller than a pea, others as large 
as a hazelnut. When caseation and liquefac- 
tion occur, abscesses result. 

In the confluent variety a swelling of con- 
siderable proportions results. It is, however, 
not sharply limited, being ill-defined and irreg- 
ular with bosselations here and there. If cut 
into during the early stages, it is white or gray- 
ish in color and rather firm in consistency. 
Later on, however, the center will have become 
yellow in color, although the periphery may 
still retain the original appearance. When 
liquefaction occurs, the so-called abscess of 
Roux results. 

Cases of tuberculosis of the breast co-inci- 
dent with carcinoma have been recorded. In 
one of four cases reported, the symptoms of 
tuberculosis predominated and the macroscopic 


appearance was that of tuberculosis rather 
than carcinoma. Microscopic examination 
demonstrated carcinoma as well. I have seen 
one well-marked instance of such associated 
disease, .a photograph of the lesion being 
shown in my book on diseases of the breast. 
Of two such cases reported by A. S. Warthan, 
of Ann Arbor, Michigan, tuberculosis was 
primary in one, and carcinoma undoubtedly 
the primary lesion in the other. Pilliet and 
Piatot reported another such case in a male 
aged fifty-one. 

Rokitansky, who taught that tuberculosis 
and carcinoma never occur simultaneously, 
afterwards acknowledged his error and ad- 
mitted that the two diseases were infrequently 
associated. 

We cannot at the present time say whether 
or not the association is fortuitous, or whether 
one lesion predisposes to the other. It is not 
difficult to understand how the irritation pro- 
duced by the tubercles might easily cause ab- 
normal proliferation of epithelial cells ending 
in cancer. 


SYMPTOMS, 


The onset of the disease is insidious, except 
when it occurs during lactation, when it is of 
more rapid growth. It may last for years. 
Only one breast is affected, there being no 
case, so far as I know, where both organs were 
involved. 

In the discrete variety indurated areas may 
be detected here and there throughout the sub- 
stance of the gland, but separated apparently 
from the surrounding tissue. In other cases 
the outline is indefinite. 

The skin is not adherent until late in the 
disease. When it is, fistule soon form. Pain 
is a rare symptom early in the disease, and 
when present does not exist to a pronounced 
extent. It may be severe as a late symptom. 

The confluent form pursues a more rapid 
course, fistule forming early in its evolution. 
A mass varying in size from a hazelnut to an 
orange, of irregular outline, hard or soft, is 
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found usually in the upper and outer quad- 
rant. The axillary glands are early involved, 
rapidly increase in size, and may suppurate. 
It is to be noted that the glands do not fuse 
and become matted together as in carcinoma. 
This is of importance as a differential sign. 


DIAGNOSIS. 


The recognition of mammary tuberculosis 
may at times be far from easy, especially if 
the case is encountered before there is destruc- 
tion of tissue. When fistulz are present, to- 
gether with enlarged axillary glands, there 
should be little difficulty in the diagnosis. Its 
recognition will be easier if there are known 
to be tuberculous foci elsewhere. 

The disease may be confounded with actin- 
omycocis, but the presence of the ray-fun- 
gus in the latter affection enables a positive 
diagnosis to be made. Tuberculosis has been 
mistaken for carcinoma and vice versa. In 
cancer the skin very early in the affection be- 
comes adherent; whereas, it is a late symp- 
tom, if it occurs at all, in tuberculosis. In 
cancer the axillary glands may enlarge slowly, 
are harder and become fused together, which 
is not the case in tuberculosis. Tuberculous 
disease occurs in young women more general- 
ly. Carcinoma is usually found after forty. 


PROGNOSIS. 


In primary tuberculosis the prognosis is ex- 
cellent. In the secondary form it will depend, 
of course, upon the riature and extent of the 
primary lesion. Of sixteen patients reported 
by Brendle, of the Tubinger clinic, fifteen 
were cured by operation and were shown to 
be well one to. nineteen years afterwards. 
Three of these patients succumbed to phthisis 
subsequently. There was, however, no local 
recurrence. 


TREATMENT. 


Tuberculosis of the breast should be treated 
by excision of a wedged-shaped portion of the 
gland, curetting and cauterizing the sinuses, or 


(2) 


by amputation of the breast, owing to the ex- 
tent and variety of the disease. Where the 
process seems to be discrete and localized in a 
definite portion of the breast, partial resection 
of the gland is a warrantable procedure. 
Where a large part of the breast is involved, 
however, nothing short of amputation is to be 
considered. If sinuses are not too numerous, 
they may be curetted and cauterized. In one 
of my cases, a girl of twenty-two, an excellent 
result followed plastic resection of a part of 
the breast. She was entirely cured with prac- 
tically no resulting deformity. It is of im- 
portance, I think, that the mammary gland of 
young marriageable women should not be sac- 
rificed needlessly. I consider it necessary that 
the axilla should be explored in all cases, and 
if enlarged glands are found, they should be 
removed. An incision along the lower border 
of the breast, after Warren’s method, freely 


‘exposes both the entire breast and the axilla 


to view. The scar cannot be noticed subse- 
quently. 


In cases which refuse operation, or in oth- 
ers possibly as an adjuvant to it, Wright's 
bacterial vaccines should be used. I have had 
no experience with this treatment, but its value 
in other forms of local tuberculosis warrants 
its employment in tuberculosis of the breast. 


Bier’s treatment may also be given a fair 
trial. A hemispherical glass vessel, somewhat 
larger than the breast itself, in the dome of 
which there is a glass nipple attachment, is 
placed. over the. breast. A rubber. tube is 
placed over the nipple and a suction pump be- 
ing attached, sufficient negative pressure is 
made to cause a decided hyperemia uf the skin. 
This is kept up for five minutes, then re- 
moved for five minutes, after which it is re- 
applied. This is repeated for thirty to forty- 
five minutes. There is no reason why a com- 
bination of Wright’s and Bier’s treatments 
may not be employed, for in this way the op- 
sonic index of the blood may be relatively in- 
creased.. 
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THE EARLY DIFFERENTIAL DIAGNOSIS OF TYPHOID FEVER. 


CHILTON THORINGTON, M.D., MONTGOMERY, ALA. 


So protean in its forms is typhoid fever that 
it is seldom a differential diagnosis of the dis- 
ease can be made earlier than is possible by 
bacteriological aids. This is stated to be from 
the third to the fifth day, at which time cul- 
tures may be made from the blood with reas- 
onable certainty. It is not until the second 
or third week that the rose-spots, stools, or 
urine may be used for the purpose of recov- 
ering the specific bacilli. However, at this 
stage of the disease the serum tests, and Diazo- 
reaction are the most useful and generally 
employed tests as furnishing us with positive 
information, 

Cultural methods are not always clinically 
available, or satisfactory, as to draw blood 
from a patient already weakened by process 
of disease is, to the family, as well as to the 
patient himself, a radical procedure. 

The serum test by Widal’s method, or by 
dead cultures, which does not necessitate the 
use of a microscope, must appeal to us as 
being the simplest, and most useful methods 
we possess for diagnostic and confirmatory 
evidence. 


There are instances in which it is desirable 
to make a differential diagnosis earlier than 
is possible by laboratory aids. In such cases 
the diagnostic acumen of the physician is se- 
verely taxed. His success must rest with his 
ability to interpret and allocate certain symp- 
toms, both by process of exclusion and inclu- 
sion. In infants and young children, he must 
first forget all that he has learned of the 
symptoms of typhoid fever in the adult. In 
the negro he must learn to depend almost 
entirely upon serum tests, and in all cases, 
generally, he must expect to meet with types 
varying in picture from that of a typical 


typhoid fever, which is most unusual, to syn- 
dromes of such heterogeneous manifestations 
as to preempt altogether characters of a noso- 
logical entity. 

Typhoid fever, as Herrick cleverly puts it, 
is not only an imitator of diseases, but many 
other diseases imitate typhoid fever. He dep- 
ricates the old term “Enteric Fever” but fails 
to suggest one more in keeping with its etio- 
logic rather than its anatomic concept. 

It is more frequently the case that typhoid 
is mistaken for other disease than the con- 
verse. Those most likely to be confusing are 
malarial fever, acute tuberculosis, appendici- 
tis, pneumonia, acute nephritis and influenza. 
These we shall consider seriatim. 

Malarial fever of remittent type is the dis- 
ease most likely to be met with in this locality 
as offering characteristics of typhoid fever. 
Owing to the early and constant ap- 
pearance of the malarial parasite in the blood 
of malarial affections an early differential di- 
agnosis should be common property to all 
possessing a good microscope and experience 
in blood work. it is well to remember, how- 
ever, that all cases’ presenting plasmodium 
malariae should not necessarily exclude a 
typhoid fever, as the two diseases have fre- 
quently been observed to run a simultaneous 
course, being the result of a mixed infection. 
This is not to include the many cases of ty- 
phoid fever whose course may be somewhat 
modified by a concomitant substratum of 
chronic or masked malaria, but the hybrid 
resulting from the simultaneous growth of the 
plasmodium malariae and bacillus typhosus. 
The following case is illustrative. 


Patient—Mrs. A. C. S. Scotch, age: 37. 
Complained of frequent micturation and vesi- 
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cal irritation. Most troublesome at night, 
Chilliness, headache, backache and great ner- 
vousness. 

Courses of Disease-—Next morning there 
was severe chill lasting two hours, fever, and 
increase in severity of all symptoms. Not 
knowing whether these symptoms were due 
to a cystitis or to some oncoming disease, 
examination of blood was made with result of 
finding malarial parasites in abundance. 


EARLY DIAGNOSIS OF TYPHOID FEVER. 


675 


first time my attention was attracted by rose- 
spots on abdomen, this with the fact that 
quinine was doing more harm than good led 
me to suspect a mixed infection, therefore, 
further examination of blood was made by 
Widal’s serum reaction which gave positive 
results. The urine gave positive Diazo-reac- 
tion and contained .2 per cent. of albumin, 
many tube casts, and typhoid bacilli in almost 
pure culture. The accompanying chart will 


CuartT I—Mixed Infection Malarial and Typhoid. 
Plasmodium found on 3rd. J §Widal’s Positive found on712th. 


Anti-malarial treatment was vigorously 
pushed and patient seemed to have been re- 
lieved of all symptoms except the cystitis. 
Temperature dropped from 104 to 99.8 and re- 
mained at this point for two days when it 
suddenly rose to 104 again, and could not be 
reduced in spite of active treatment. Mild 
delirium now set in, and constipation gave 
way to diarrhoea. Patient seemed to be get- 
ting worse, delirium becoming wild, necessi- 
tating restraint to keep her in bed. For the 


show how cold baths terminated the disease 
by lysis. (Chart 1.) 

In differentiating typhoid from malaria by 
aid of quinine therapy we must bear in mind 
that the results are not always dependable. 
The generally accepted statement that any 
fever of, over a week’s duration, which resists 
the action of quinine, is usually typhoid fever, 
is far from being correct. Jackson (Trop. 
Med.) states as follows: “The teaching that 
fevers which resist quinine are not malarial in 
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origin, even when limited to the intermittent 
variety, will not stand the test of experience. 
.... It is therefore unsafe to make this un- 
qualified statement.’ (Italics mine.) 

Malaria fever, aside from its blood findings, 
and quinine reaction, may be recognized by its 
more or less characteristic symptoms, how- 
ever, as many of them are also common to 
typhoid fever, we must closely search for 
those as most likely to furnish a clue. In a 
general way, we are to expect in malaria fever 
vomiting and chill, or chills. This is infrequent 
in typhoid fever. Headache is rending, and 
is most frequently frontal, while in typhoid 
fever it is less acute and more frequently occi- 
pital. Tongue in malaria fever is large, flabby, 
white and with marginal indentation of teeth. 
In malarial districts we get quite tired of 
looking at large white tongues. The typhoid 
tongue is not flabby and usually presents red 
margins. 

The abdomen of malarial fever patients is 
more scaphoid than otherwise, and presents a 
different picture from the typhoid fever abdo- 
men which may, and usually is, slightly dis- 
tended. These, with the other manifestations, 
more or less characteristic of the disease should 
be sufficient to establish a differential diag- 
nosis, in absence of the serum blood and qui- 
nine tests. 

Acute tuberculosis in its miliary form is 
in absence of a clear history, almost certain 
to be diagnosed as typhoid fever, should serum 
tests be omitted as furnishing positive evi- 
dence. Its recognition must largely depend 
upon physical signs which are fairly constant. 
In no disease is a clear history of more value. 
We must diligently search for a tubercular 
source of infection and make our physical 
examination of the patient a matter of para- 
mount importance. The following symptoms 


-of acute miliary tuberculosis are sufficiently 


constant to be of value in establishing a dif- 
ferential diagnosis. Fever is irregular, usu- 
ally higher and more intermittent than in ty- 
phoid fever. Pulse is rapid, weak and not 


dicrotic. Respiration is rapid. Cough is prom- 
inent and may be productive of bloody sputum. 
Spleenic enlargement is not an early occur- 
ence. Diazo-reaction is of no value, as it may 
be positive in both diseases. The serum test, or 
detection of specific bacillus alone may furnish 
positive information. 

The following case was instructive, as it 
presented many symptoms common both to 
acute miliary tuberculosis and typhoid fever. 

Patient.—Male mulatto, age 20. Porter and 
elevator boy. 

Family History—Father and mother living. 
Mother delicate. Father alcoholic and epilep- 
tic. No history or evidence of tuberculosis in 
family. However, no personal examination 
made to determine this. 

Course of Disease-—Patient had been 
steadily losing flesh and strength. Gave his- 
tory of occasional night sweats. He was taken 
suddenly ill while at work and had to be sent 
home in a cab. He stated that he was suffer- 
ing with violent headache and felt quite chilly, 
in fact, he was having a chill at the time I saw 
him. Temperature 101. Pulse 110. Respira- 
tion 30. Blood smear was made with nega- 
tive results, but quinine in full doses was ad- 
ministered notwithstanding, as “‘chill tonic” 
had been administered by family. Next day 
temperature rose to 104, and provisional diag- 
nosis of typhoid fever was made. ‘This, how- 
ever, seemed to demand revision on account 
of very irregular course of fever. Patient 
now became delirious and there was coma- 
vigil and carphology which again so strongly 
suggested typhoid fever as to cause Widal’s 
test to be made on two occasions with nega- 
tive results. 

On careful physical examination the left 
lung was found to give evidence of tubercu- 
losis. The patient developed a meningitis and 
died on the tenth day, after a sudden rise of 
temperature, the same reaching 106.5. (Chart 
2.) 

The clinical aspect of Landouzy’s typho- 
bacillosis is that of some form of typhoid 
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fever. The absence of rose-spots being about 
the only distinguishing feature, which we 
must admit is a very untrustworthy one, and 
altogether unavailable in the negro, therefore, 
as Landouzy states, certainty of diagnosis is 
obtained only by innoculation of animals with 
blood, or with the sediment of centrifugated 
urine. 

Appendicitis is differentiated by the acute- 
ness of the attack, by its local as well as gen- 
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symptoms—will manifest itself as typho- 
pneumonia, which is to be distinguished from 
pneumo-typhoid. 

Pneumo-typhoid is attended with symptoms 
of great physical prostration and weak heart- 
action. With these there are other symptoms 
of the typhoid state. A blood count of the 
white cells is of much diagnostic value, that 
is, where the increase or decrease is marked, 
otherwise the count means nothing, and diag- 
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CuHart II—Acute Miliary Tuberculosis. 
No Malarial parasites 17th. Widal’s negative 24th and 26th. 


eral characteristics, also by the history of its 
onset. 

The picture is one of more gastro-intestinal 
disturbance than is usual in typhoid fever, pain 
being a prominent feature, and is localized. 

Absence of rose-spots and negative Widal’s 
should establish a diagnosis. It is well to 


remember that a leucocyte count may be of 
service. 

Pneumonia, when not of the lobar type— 
which is easily recognized by its 


classical 


nosis must rest with the agglutinating prop- 
erties of the blood. Anders states that in 
pneumo-typhoid, after the end of the first 
week, unmistakable symptoms of typhoid fever 
arise. However, at this time Widal’s reac- 
tion will make certain the diagnosis. 

Acute nephritis may of itself present symp- 
toms closely resembling those of typhoid 
fever, or it may be the first manifestation of 
typhoid fever masking its etiology altogether, 
inasmuch as all other symptoms of the disease 
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stand in the background until the acuity of the 
process subsides, then fever, mild delirium, 
rose-spots and enlargement of spleen should 
put us on right track. 

Whether the nephritis be a nephro-typhoid 
condition or not, it is plainly our duty to care- 
fully search for its causative factor, for cer- 
tain it is that many cases of acute nephritis 
have been diagnosed as typhoid fever when 
its pathology was due to some other cause. 

Influenza should offer no difficulties in its 
recognition should the disease be epidemic, 
but it is the sporadic cases of mild infection 
that are likely to prove at all confusing. Pain 
and catarrh are two prominent symptoms of 


grip, accompanying these there is great ner-- 
vousness and prostration—out of all propor-— 


tion to the severity of the attack or physical 
signs. The typhoid type of the disease re- 
quires laboratory aid for certainty of diagno- 


sis. The detection of the influenza bacillus 
may, of itself, stamp the individuality of the 
disease. 

The frequent association of typhoid fever 
with the exanthematous diseases makes a care- 
ful search towards the direction of hidden 
etiology a matter of great moment not so much 
for the recognition of typhoid fever as for 
the purpose of exclusion of the other diseases, 
which upon early recognition are best con- 
trolled by proper isolation. 

Before accepting a positive serum reaction 
as conclusive, it is well to ascertain if patient 
has had typhoid fever within the past two 
years, also to remember that in rare instances 
Widal’s reaction may be positive in other dis- 
eases. We are also warned to ascribe to sero- 
tests a place in differential diagnosis not 
greatly exceeding that of any other one prom- 
inent symptom. 
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THE PREVENTION OF OPHTHALMIA NEONATORUM 


BY H. H. MARTIN, SAVANNAH, GA. 


Ex-House Surgeon, Manhattan Eye and Ear Hospital; Ex-President Georgia State Med- 
ical Association; Ex-President Southern Branch of A. M. A. 


Ophthalmia Neonatorum is the sole cause of 
nearly one-half of all.existing cases of blind- 
ness in the world today, and of all known in- 
fectious diseases is the most easily preventible. 

There are in the civilized world 600,000 blind 
people; one-third to one-half of which were 
caused by opthalmia neanatorum, an easily 
preventible disease. It is safe to assume there- 
fore that two hundred thousand to three hun- 
dred thousand of these would not have been 
blind if effective prophylactic methods had 
been employed at the time of their birth. Just 
think of it, gentlemen, there are 200,000 blind 
people in the world today depending upon 
public or private charity for their daily bread 
who would have been capable of development 
into bread-earners instead of unproductive 
consumers. That is the economic point of 
view. Think of it again from a humanitarian 
standpoint, let the full significance of these 
incontrovertable facts soak in. You know the 
cause of this disease as well as I do and I am 
sure you know equally well how to prevent it 
and I ask you what in God’s name can any 
physician of the twentieth century offer as an 
excuse for not employing so simple and harm- 
less a method of prophylaxis as the “Crede 
Method” in each and every case of child 
birth. Simple, because anyone with ordinary 
intelligence can carry it out ; harmless, because 
a slight catarrhal conjuctivitis is the worst 
complication that could result from its use. 

A physician in Savannah with a large 
obstetric practice told me that he had never 
had a case of ophthalmia neonatorum in his 
practice, and I am sure that no one individual 
sees a great number of these cases. Even in the 


large lying-in establishments of Europe the 
percentage of ophthalmia neonatorum before 
the introduction of definite prophylactic meas- 
ures amounted to but from one to twenty per 
cent. Notwithstanding this, ophthalmia neo- 
natorum, when you consider the number of 
births that take place, belongs among the dis- 
eases of frequent occurrence and should never 
be lost sight of in the practice of obstetrics. 

The majority of pregnant women have ¢ca- 
tarrh of the vagina with a mucus or purulent 
discharge. The great majority of these cases 
are benign in character, but a certain pro- 
portion of them are of a virulent type with 
which you are all familiar and which frequent- 
ly turns up in the most unexpected places. In 
individual cases the distinction between be- 
nign and virulent is difficult or impossible, for 
which reason prophylaxis should be strictly 
observed in all cases. 

In lying-in establishments where prophy- 
lactic measures can be rigidly enforced, the 
percentage of cases of ophthalmia neonatorum 
has been reduced from twenty and thirty per 
cent. to less than one per cent. Crede had in 
the “Leipsic Lying-in Asylum” previous to 
the introduction of his method, an average of 
ten per cent. in the whole number of births; 
which, after the introduction of his method, 
was reduced at once to jess than one per cent. 

I believe that, excepting those cases in which 
the infection occurs before or after parturi- 
tion, a careful application of Crede’s method 
would eliminate purulent ophthalmia in the 
new-born. 

I could give pages and pages of favorable 
reports from competent observers of the ef- 
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fectiveness of this method were it not. al- 
ready proven beyond peradventure. 


Various substitutes for the silver nitrate 
solution have been brought forward and 
strongly advocated, but this salt in two per 
cent. solution has stood the test of time both 
as to effectiveness and freedom from any 
deleterious effect on any part of the eye. 


Unfortunately the prophylaxis of ophthal- 
mia neonatorum has not up to the present time 
been enforced by Law, nor has its immense 
bearing on the future of our new-born babies 
received just recognition from the obstetri- 
cians and the busy overworked family doctor. 
It has merely been brought into use in a few of 
our lying-in establishments and in fewer still 
of the private practice of the physicians. And 
with the midwives not at all. 


The object of this paper is to stimulate the 
interest of the individual members of this 
association in this matter and to secure the 
endorsement and the active support of this 
association of a bill to be presented at the com- 
ing meeting of the State Legislature embody- 
ing the following points: First; That the 
Crede method be made compulsory in all cases 
where a child is born, whose mother at the 
time of confinement is supported in part or 
wholly by any city, town, or county in this 
State. 


Second, That each and every midwife prac- 
ticing in this State shall be required to obtain 
a license from the State Board of Health, and 
register the same in the county where she is 
engaged in her practice. 


Third, That the State Board of Health pro- 
vide for the free distribution of the prophy- 
lactic in glass ampules to all midwives and 
physicians on application, and that this Board 
shall also provide for the free distribution to 


midwives instructive literature on this sub- 
ject. 

Fourth, That in the printing of birth certifi- 
cates, an appropriate space shall be provided 
for a statement as to whether or not this meth- 
od of prophylaxis has been employed and that 
all physicians, midwives and others certifying 
to a birth, shall be required to fill in this space. 

The method itself is simple. Briefly, it is 
as follows: The child’s eyes should under 
no circumstances be washed with the same wa- 
ter in which the body has been washed, nor 
touched with the same cloth or towel, but 
should on the contrary be washed with a cloth 
or pledget provided for that purpose only, in 
water provided for that purpose only, con- 
tained in a bowl provided for that purpose 
only, and then one drop of a two per cent. 
silver nitrate solution should be dropped into 
each eye. 

A concerted movement for the prevention 
of blindness is under way in this countrv un- 
der the direction of the American Medical 
Association, and in order to secure the co-op- 
eratioa of the various State Associations one 
obstetrician and one ophthalmologist has been | 
appointed from each State. Dr. Hodgson and 
myself represent Georgia in this movement, 
and we urge that this association not only aid 
in securing the necessary legislation, but that 
the President of each county society be in- 
structed to appoint one man as a permanent 
committee in each county society, whose duty 
it shall be to keep constantly before the minds 
of our physicians the necessity for their active 
and vigorous co-operation in this movement. 
We ask also that the legislative committee of 
this association, backed by the State Board 
of Health, be instructed to secure the passage 
of a bill embodying the points I have brought 
out in this paper. 

247 Bull Street. 
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THE TECHNIQUE OF TONSILLECTOMY.* 


E. C. ELLETT, M.D., MEMPHIS, 


By tonsillectomy we understand. the com- 
plete removal of the tonsil in its capsule, as 
distinguished from tonsillotomy, or removal 
of a portion of the gland. The latter has been 
the operation usually performed, and is still 
probably more often done than tonsillectomy, 
though the trend of practice now is toward 
tonsillectomy. If we regard the tonsils as 
lymphatic glands, it certainly looks unreason- 
able to remove only a part of the diseased 
gland, and leave behind a part equally dis- 
eased and incapable of performing any func- 
tion with which it may have been at one time 
endowed. It is not intended now to defend 
removal of the tonsils, except to say that as 
the result of my own observation I am satis- 
fied that their removal is a proper procedure, 
and if they are to be removed at all, my opin- 
ion is that the gland should be completely 
removed. We then with certainty do away 
wih recurrent tonsillitis, and eliminate one of 
the most vulnerable points of entrance for 
many infectious processes, notably tubercu- 
losis. That there are many practitioners who 
still decry removal of the tonsils, and attempt 
to shrink them by treatment, I am well aware, 
but I am not responsible for their opinions or 
their results, both of which are doubtless sat- 
isfactory to them and to their patients. 

As the result of a good deal of operative 
experience, and a good deal more observa- 
tion and study of the methods of others, I 
have finally adopted the following, to me, sat- 
isfactory technique : 

The-patient is anesthetized with ether, if a 
child. Large children and adults can be op- 
erated on under cocaine anesthesia, if suf- 


ficient time and care are taken to secure the 
full effect of the drug. | 


If under ether, a combination self-retain- 
ing mouth gag and tongue depressor is intro- 
duced. This gives an excellent exposure of 
the throat, and leaves both of the operator’s 
hands free. The depression of the tongue 
occasionally stops the respiration, but in only 
a few cases have I had to abandon this gag 
on that account. 

With the child’s head turned to the right 
side so the light falls well into the throat, 
one tonsil is grasped with forceps and pulled 
about to determine the presence, direction and 
density of adhesions to the anterior faucial 
pillar. These are separated by an Ingals sep- 
arator, or by introducing the point of a pair 
of scissors (Prince’s) and opening them. I 
do not like a sharp separator, as the blunt ones 
tear their way along the lines of least resist- 
ance, which are the natural planes of separa- 
tion in this instance, and secure a more accu- 
rate separation of the tissues with a minimum 
of bleeding. Each tonsil is treated this way, 
it being usually necessary to separate the an- 
terior faucial pillars only, though at times ad- 
hesions must be separated above and, very 
rarely, behind. Gauze sponges are freely used 
to help keep the throat clear of blood and mu- 
cus. I always operate with the patient lying 
on the right side, and free the right tonsil 
first, as the bleeding from it does not then 
obscure the left one. 

A Kratzmueller snare is now introduced, 
and the loop placed in front of the tonsil. 
Forceps grasp the tonsil and pull it toward the 
median line through the loop, which is worked 


*Read before the West Tennessee Medical and Surgical Association, Jackson, Tenn., May, 1908. 
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outward at the same time to reach the attach- 
ments of the tonsil. Care is necessary to avoid 
including the uvula or any part of the soft 
palate in the loop. 

When all is in position, the handles of the 
snare are brought together and the tonsil then 
separated and removed from the throat with 
forceps. Examination of the specimen, inspec- 
tion of the fossa, and exploration of it with 
forceps and the finger should be used to de- 
termine if the entire gland is removed, and 
any remaining pieces should be picked up and 
removed the same way. ; 

The left tonsil is similarly treated. 

Bleeding is free, but soon ceases. 

When one first sees or does this operation 
the large size of the gland and the large open- 
ing left after its removal, are a source of 


surprise. This cavity fills up and contracts, 
so that in a week or ten days it no longer 
exists. 

I have done many tonsillotomies and quite 
a number of tonsillectomies. Tonsillectomy 
is the more difficult to do, but there is no more 
danger of hemorrhage, primary or secondary, 
in one than in the other. In the cocaine oper- 
ation, tonsillectomy is followed by decidedly 
more pain than tonsillotomy, but the better 
ultimate results more than compensate the pa- 
tient for the greater immediate pain. The 
operation of tonsillectomy cannot be followed 
by further gravity of the tonsil, whereas ton- 
sillotomy often is. My own opinion and my 
own practice is that this operation is a major 
one, and should be done in a hospital. 

Randolph Building. 
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METHODS OF ASCERTAINING THE RENAL FUNCTION, AND ITS IMPORT- 
ANCE TO SURGERY. 


BY LEWIS WINE BREMERMAN, A. M., M. D., CHICAGO. 


Formerly Professor Genito-Urinary Surgery, New York School Clinical Medicine; Visit- 
ing Genito-Urinary Surgeon, Oak Park Hospital; Member of the American 
Urological Association; Member of the Chicago Medical Society. 


Operative genito-urinary surgery has ad- 
vanced during the last half century to such 
an extent that operative procedure is carried 
out almost fearlessly, yet mortality sometimes 
occurs unexpectedly, due to failure of the renal 
function, causing a complete suppression of 
the urine. The subject of the renal func- 
tion in its relation to surgery is of vast import- 
ance, and I will endeavor to portray the dif- 
ferent methods of ascertaining the total func- 
tional activity of the kidneys, as well as the 
manner of estimating the function of one kid- 
ney. 

When a nephrectomy is performed, the es- 
sential question is the efficiency of the other 
kidney, or if the operation is performed on 
any portion of the lower urinary tract, it is 
wise to ascertain, as accurately as possible, 
the renal activity. I will consider the methods 
of computing the adequacy of the other kid- 
ney in nephrectomy, for if one kidney is to 
be removed, the functional activity of the re- 
maining organ should be known, for the dis- 
ease may be of bilateral character, and the 
removal of one organ may bring such a strain 
upon the other kidney that it will cause a com- 
plete suppression of urine, with a fatal result. 

The object of ascertaining the functional 
activity of the kidneys is to learn whether or 
not the action of the kidneys is lowered to 
such an extent that an operation will almost 
invariably prove fatal. Ordinarily, the urine 
is examined chemically and microscopically in 
all surgical operations, but this does not always 


prove whether or not the renal activity is 
normal or is lowered. 

Exploratory incision is not often done at 
present, due to the fact that the functional 
properties can not be reliably ascertained. 

J. W. Thomson Walker, of London, has 
shown that exploratory operation of the kid- 
ney is inadequate for diagnosis even when the 
methylene blue test was used, for, on incising 
the kidney, although the blue color of the urine 
was strongly marked, he found that upon ex- 
posure to the air the blue color of the tissue 
could not be produced. He had hoped to 
be able to ascertain the extent of the fibrous 
changes in the renal substance by the varia- 
tion of the stain, but as has already been 
said, no change of coloring was observed, nor 
did it occur when hydrogen peroxide was used. 
It is necessary, then, that other methods must 
be employed to enable the surgeon to know 
more or less definitely ‘the functional activity 
of the kidneys. 

We will first consider the subject of cryo- 
scopy. The physiologist teaches that the kid- 
neys separate from the blood, and excrete a 
fluid, the urine, differing in composition from 
the blood. It has been shown that the func- 
tion of the kidney is osmotic, and that the 
osmotic pressure of the urine is greater than 
that of the blood, therefore the work of the 
kidney may be ascertained by measuring the 
osmotic pressure of these two fluids. By 
osmosis is understood the changing of rela- 
tions between two chemical solutions of differ- 
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ent concentrations, which have for their pur- 
pose the equalization of these differences of 
concentration. 

It has been demonstrated that there is an 
increased concentration of the blood in dis- 
eases relative to the kidney, and that with 
the increase of the osmotic concentration of 
the blood, there is corresponding decrease of 
the osmotic pressure of the urine. 

Kummel lays great stress upon cryoscopy. 
Prior to its systematic use in all cases, his 
mortality for nephrectomy was one in six 
cases, on account of the absence of insuffici- 
ency of the other kidney. Since its use he has 
not had a single mortality in 148 cases where 
one kidney was removed. 

Cryoscopy of the urine, I believe, to be en- 
tirely too uncertain in its results to be of much 
value, as there is a marked variation in the 
co-efficient or freezing point in samples of 
healthy urine; particularly is this so in urine 
drawn from the bladder. 

Any marked deviation from the normal 
freezing point of the blood, approximately 
0.56° C., will be indicative of renal inadequacy. 
Kummel claims that where the freezing point 
of the blood is lowered beyond—0.58° C., it 
shows bilateral kidney disease. 

I am inclined rather to accept the views of 
others that when the freezing point varies be- 
tween —0.60° C. and —0.65° C., that a diag- 
nosis of the bilateral disease can be made and a 
nephrectomy is contra-indicated. This pro- 
cedure, combined with cryoscopy of the urine 
drawn from the separate kidneys by means of 
the ureteral catheter, is of considerable value. 

The determination of the freezing point of 
the fluid is usually made by the Beckmann 
apparatus, which consists of a thermometer 
marked off in one hundred divisions, each 
of which is subdivided into one hundred parts. 
This thermometer is immersed in a glass cyl- 


inder in which the fluid to be examined must 


be stirred continually with a rod of platinum. 
The glass cylinder with the thermometer and 
fluid is placed in a freezing mixture at a tem- 


perature of —4° C. The fluid is continu- 
ally kept in motion by the platinum rod. There 
is an instant when the fluid congeals. “As the 
liquid changes into solid state, heat is expelled, 
which causes the mercury to rise to a certain 
point, where it remains suspended for a short 
time. This is the freezing point of that fluid. 
The freezing point of distilled water must be 
ascertained by then subtracting the former 
from the later; we attain a figure which shows 
how much lower a temperature the fluid 
freezes than distilled water. 

In demonstrating the freezing point of the 


blood, a sample of from twenty to fifty cubic | 


centimeters of blood is taken with a hollow 
needle from the vein of the arm. This is 
collected in the glass cylinder, and is defibri- 
nated by stirring with a platinum rod. The 
freezing point is then taken. The freezing 
point of distilled water should be taken at each 
examination for the purpose of testing the 
thermometer. With a little experience this 
test may readily be made in thirty minutes. 

Another important test is the phloridzin 
test, brought into prominence by Klemperer, 
who discovered that phloridzin glycosuria did 
not take place in cases of chronic nephritis, 
but to Mering we must give the credit of first 
discovering that injections of phloridzin causes 
a temporary glycosuria. 

Archard and Delmere have demonstrated the 
fact that phloridzin glycosuria was dependent 
entirely upon the efficiency of the renal excre- 
tion, and that any deviation must be produced 


‘by an abnormal functional renal activity. 


Kapsammer, after an experience covering 
200 cases, declares that phloridzin  glyco- 
suria should make its appearance within 
from ten to fifteen minutes after the phlorid- 
zin has been injected into the tissues. A delay 
of thirty minutes speaks for the essential func- 
tional disturbance of both kidneys, and if de- 
layed for forty-five minutes, a nephrectomy is 
contra-indicated. 

Kapsammer uses the following technique: 
He injects into the tissue .01 gram of phlorid- 
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zin, and five minutes after the injection he 
makes his first test of the urine for sugar. 
This is repeated every five minutes until the 
sugar makes it appearance, if at all. Person- 
ally, I can not conceive how Kapsammer can 
make such a positive statement from the exam- 
ination of urine taken from the bladder which 
has been excreted by both kidneys. I will 
demonstrate later how this test may be carried 
out to much better advantage by carefully 
testing the catheterized specimens from the 
separate kidneys. 

The methylene blue test for determining 
the activity of the renal function depends for 
its value upon the following points: 

The time of the beginning of the elimination. 

The duration of the elimination. 

The quantity of coloring matter eliminated. 


The colorless derivitive of methylene blue is 
chromogen, for boiling the urine with acetic 
acid will change the chromogen into methylene 
blue. Blue does not enter into the urine until 
about thirty minutes have transpired. In dis- 
eased kidneys the elimination does not begin 
sometimes until several hours after the injec- 
tion, and in some cases it does not appear 
at all. The delay in appearance is entirely 
proportional to the extent of the pathological 
lesion occurring in the kidneys. 


There are many errors which may arise in 
this test, for disease of the lower part of the 
urinary tract may cause delay in the elimina- 
tion. Obstruction in any part of the lower 
tract, such as stricture of the urethra, hyper- 
trophy of the prostate, partial or complete 
ureteral obstruction, has a marked influence 
in delaying the elimination of the blue, hence 
errors may arise in estimating the renal func- 
tions. In a healthy individual, the time for 
the total excretion of the blue is, as a rule, 
from about sixty to seventy-two hours. Ac- 
cording to my own observations I have no- 
ticed blue in the urine for a week after it has 
been injected. 


Beers, of New York, claims that the blue 


may be eliminated after many weeks or months 
in cases of pyelo-nephritis, in the shape of 
blue stained particles of pus. He further 
claims that this is absolutely diagnostic of 
pyelo-nephritis. The methylene blue is de- 
posited in the parenchymatous abscesses, 
which rupture into the pelvis of the kidney, 
and thus the blue stained pus is eliminated. I 
can fully corroborate Beer’s statement as to 
the blue stained particles of pus being evident 
in a case of pyelo-nephritis and where evident 
is practically pathognomic of pyelo-nephritis. 

Delay in the appearance of methylene blue 
is supposed to be diagnostic of kidney. disease. 
To make this test more accurate, the quanti- 
tative estimation of the blue must be taken into 
consideration, for the total quantity of blue 
is decreased in elimination if the function of 
the kidneys is impaired. 


The technique of the methylene blue test — 


is as follows: 


Fifteen minims of a five per cent solution 
of pure methylene blue is injected into the 
tissue. The injection is usually accompanied 
with considerable pain. 

I might mention here Beer’s method of diag- 
nosticating partial or total ureteral obstruc- 
tion by the indigo-carmin test. He injects, 
hypodermically, a sterile concentrated aqueous 
solution of indigo-carmin into the tissues, and 
by an examination with the cystoscope and 
ureteral catheter, he is able to diagnosticate 
ureteral obstruction. I quote from Beer’s ar- 
ticle as follows: 


“A diseased kidney may fail to excrete, or 
excrete very late, indigo-carmin, without the 
use of the ureteral catheter, one might be 
misled to diagnose complete ureteral obstruc- 
tion in such case though the ureter be patent. 
Thus it is clear that one method does not 
exclude the other, and that both must be used 
together. The ureteral catheter will arouse 
our suspicion of obstruction, and the indigo- 
carmin will verify or dispel this.” 

I find that ureteral obstruction is compara- 
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tively a simple condition to diagnosticate by 
means of a ureteral catheter without the aid 
of the indigo-carmin test. This method might 
prove rather misleading, particularly if the 
kidney was pathologically affected. 


The electric current has been used in this 
work to enable us to reach more definite con- 
clusions as to the efficiency of the kidney func- 
tion. 


‘ 


It is evident that aqueous solutions offer 
resistance to the passage of an electrical cur- 
rent, which varies according to their compo- 
sition. An electrical current passing through 
the urine owes its conductivity to its mineral 
elements, and not to the organic constituents. 
So the conductivity is hindered or enhanced 
by an increase or diminution of the mineral 
contents. It has been claimed that this method 
will enable us to obtain very accurate know- 
ledge concerning the renal functional activity. 
The same disadvantage may be recited as for 
some of the other methods, as so many eéx- 
traneous conditions are liable to upset the gen- 
eral character of the urine. 


In taking up the methods that are employed 
for ascertaining the function of the second 
kidney where one is known to be diseased, 
depends entirely upon the knowledge of cysto- 
scopic examination and technique, and the 
catheterizing cystoscope, for examination of 
the separate specimens of urine, is essential for 
a diagnosis. A‘ simple cystoscopic examina- 
tion of the ureteral orifices may aid us mate- 
rially in reaching a conclusion as to the func- 
tion of the second kidney, and the extent of the 
pathological lesion in the diseased kidney. 


Neuman has outlined the diagnostic value 
of the appearance of the ureteral orifices in a 
disease of the kidney in such a typical manner 
‘that I will give his classifications : 


1. When one orifice is altered, and the 
other normal, the renal lesion is on the side 
of the abnormal ureter, and the character of 


the deformity of the orifice may indicate the 
nature of the renal lesion. 

2. Active congestion and swelling of the 
mucous membrane in the neighborhood of the 
orifice, and along the line of the ureter, also 
swelling and pouting of the lips, denote acute 
irritation of the pelvis or parenchyma of the 
corresponding kidney. 

3. <A dilated orifice, the lips acutely con- 
gested, while the color of the bladder is little 
changed, denotes recent and acute inflamma- 
tion or mechanical irritation in the corres- 
ponding pelvis. 

4. A dilated orifice, the lips being thickened 
and only slightly rounded, the mucous mem- 
brane between the lips of a dark red color, 
while the mucous membrane of the bladder is 
deeply injected and pigmented, especially along 
the line of the ureter, denotes descending ure- 
teritis with dilatation. 

5. An elongated or dilated mouth with 
hyperemia of the lips indicates acute inflam- 
mation of the parenchyma or recent disten- 
tion of the renal pelvis. : 

6. A punched-out orifice, marked by 
thickening of the lips, and induration and con- 
gestion of the surrounding mucous membrane, 
indicates a dilated ureter with ascending 
ureteritis, the infective process extending along 
the surface by continuity. 


7. A pin-head: opening on a well-defined 
ridge of deeply pigmented mucous membrane, 
indicates induration of the walls of the ureter 
from the ureteritis; the infective material be- 
ing conveyed from the primary focus in the 
kidney or .bladder, principally, through the 
lymphatic glands and channels. 


8. Pin-head contraction of the mouth of 
the orifice, without other vesicle changes, de- 
notes spasm induced by pressure of a rough 
calculus impacted in an irritated ureter. 


9. Inflammation of the mouth, and thicken- 
ing of the lips, with inflammatory changes 
limited to the mucous membrane immediately 
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surrounding the ureteral orifice, denotes me- 
chanical irritation of long standing. 

10. Simple dilatation of the mouth without 
much thickening of the lips, and with conges- 
tion limited to the orifice and neighboring 
parts, suggest mechanical irritation of recent 
origin. 

To a limited degree these rules as laid down 
by Neuman will give us certain facts regard- 
ing the condition of one or both kidneys, yet 
they may prove more or less erroneous, for one 
can not depend upon the ureteric picture for 
the purpose of drawing conclusion as to the 
functional activity of the organ. The statis- 
tics gathered from the literature regarding 
kidney lesion is of some value in ascertain- 
ing kidney disease, but, however, the statis- 
tics of different authorities vary to stich a 
great extent that their value is exceedingly 
limited. 

Morris has found that solitary kidney ex- 
ists in about one in two thousand six hundred 
and fifty cases. Kelynack claims that ma- 
lignant growths occur bilaterally, one in every 
ten cases. 


Polycystic kidney occurs bilaterally, accord- 
ing to Israel, four in four cases, Morris 
three in seven cases, ‘Dickensen’s collected 
cases, twnety-five in twenty-six. Calculus was 
bilateral in 50 per cent of cases collected by 
Legueu; 11.78 per cent of Kuster’s cases; 
25.3 per cent. of Torre’s cases.. Pyeloneph- 
ritis is bilateral in 83 per cent. of cases, ac- 
cording to Weir, and tuberculous disease is 
bilateral in about 50 per cent. of cases. 

The indigo-carmin test suggested by Jos- 
eph is made by injecting four cc. of a four per 
cent. solution of indigo-carmin into the tissues. 
Elimination begins after twenty minutes, 
reaching its height in about thirty minutes, 
and is complete in about two hours. Examina- 
tion of the ureteral orifices and the char- 
acteristic appearance of the urine pouring 
forth, together with the depth of staining 
of the urine, will give some idea of the func- 


tional value of the two kidneys. Methylene 
blue may be used in place ot indigo-carmin 
with practically the same results. 

Ureteral catheterization with a collection of 
the separate specimens of urine for the pur- 
pose of making the different tests already 
mentioned is, to my mind, more valuable than 
the examination of the urine drawn from the 
bladder. The quantity of urine passed by the 
catheter in a specified length of time can not 
be used as a standard,’ owing to the fact that 
the excretion may be influenced by many con- 
ditions, such as diet, nervousness and climatic 
conditions. 

The author has seen the excretion of one 
kidney stop entirely for many minutes, while 
the other was excreting normally. 

Albarran gives the following as a standard 
analysis of the urine collected from one kid- 
ney during an hour in a healthy individual: 
Quantity, fifty to sixty cubic centimeters; 
freezing point 1.20° to 1.50° C. Urea twelve 
to seventeen grams per liter. Sodium chlo- 
ride, ten to twelve grams per liter. 

If two separate specimens of urine have 
been collected into sterilized test tubes, cryo- 
scopic examination of these specimens will 
give considerable information regarding the 
difference of function between the two kid- 
neys. The sympathetic connection between 
the two kidneys is particularly marked, and 
it must not be forgotten that the function of 
a healthy kidney may be more or less influ- 
enced by the diseased condition of the other 
kidney. The functional activity of the known 
kidney which is healthy, or nearly so, will 
be decided upon if the volume of the urine 
from this kidney is greater, and the freezing 
point shows a greater molecular content than 
the urine which is collected from the diseased 
kidney. 

The methylene blue test may be performed 
in the same manner as given above, with the 
exception that after the injection of the methy- 
lene blue the ureters are catheterized, and the 
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separate specimens of urine collected from 
each kidney. These are watched carefully 
from time to time as they drain, to show the 
presence of chromogen or blue. The chromo- 
gen should appear in the urine after about 
fifteen minutes if the kidney is functionating 
normally, and the blue color should commence 
in about thirty minutes under the same con- 
ditions. If the elimination of the chromogen 
of blue is delayed, the loss of function of the 
kidney is proportionate directly to the time 
of the appearance. Examination of these sep- 
arate specimens not only are of value in de- 
termining the function of the second kidney, if 
one is known to be diseased, but will give us an 
insight into the pathological condition of the 
diseased organ. 


The phloridzin test may be carried out along 
the same lines, and the separate specimens 
examined every five minutes for the appear- 
ance of sugar. In a healthy kidney, the elimi- 
nation should begin in about fifteen minutes, 
and if it is delayed thirty minutes, there is 
marked functional disturbance evident in the 
kidney, and if delayed for forty-five minutes, 
removal of the diseased kidney is contra-in- 
cated. 


The catheterized specimen of urine from 
each kidney is important from a diagnostic 
standpoint, for by a careful microscopical ex- 
amination of these specimens the pathological 
lesion in one or both kidneys may be accurately 
diagnosticated, for Heitzmann has proven 
without a doubt that it is possible to differen- 
tiate the epithelial cells that come from the 
different portions of the genito-urinary tract. 
He is able to distinguish between pelvic epithe- 
lium and epithelium from the convoluted or 
straight tubules. He also states that if there is 
pus in the urine, together with desquamated 
epithelial cells, the pus is coming from that 
portion of the tract that is desquamating the 
epithelium, so from a comparative microscopic- 
al examination of the urine from the kidneys 
we will have striking evidence as to whether or 


not the kidney is free from pathological lesion. 
If there are present pus and epithelial cells, the 
comparative relation between those found in 
the diseased side and those found in the other 
will give us a sure method of ascertaining 
the condition of both kidneys, 

I believe if the microscope shows a con- 
siderable number of pus cells and desquamated 
epithelial cells from the tubules of the sup- 
posed healthy kidney, that a nephrectomy is 
contra-indicated, as the strain thrown upon 
the remaining kidney is liable to increase the 
inflammatory ‘process, or to cause complete 
suppression of the urine with death, due to 
uremia. 

Barringer, of New York, in an exceedingly 
scientific contribution to the literature present- 
ed at the annual meeting of the American 
Urological Association in June, 1908, in this 
city, demonstrates the importance of the urea 
excretion in determining the functional ca- 
pacity and pathological changes of the kidneys, 
particularly the comparison of the total urea 
excreted by each kidney, and he proves his 
deductions by the total urea excreted by each 
kidney, during the same period of time. His 
conclusions are as follows: “In those cases 
where no urea is excreted from one side, and 
where normal, or practically normal urine, 
flows from the other, the kidney which ex- 
cretes urea is functionating normally and is 
already doing the total body work; and accord- 
ing to the duration of the process has under- 
gone more or less compensatory hyperthrophy, 
and is entirely capable of taking up the total 
body work after the removal of the diseased 
kidney.” Barringer’s deductions are sum- 
marized. 


(1) In normal cases the total N. comparison 
gives a more accurate estimate of the function- 
al kidney capacity than the phloridzin test. 
(The greatest variations in the few normal 
cases examined being not quite 2 to 1). 

(2) In pathological cases: In those .cases 
in which no urea is excreted from one side, 
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and normal, or practically normal, urine from 
the other, and in which acute or recent blocking 
of the ureter or intermittent hydronephrosis 
may be excluded, we may say that the kidney 
which excretes urine is functionating normally 
and is already doing the total body work; and, 
according to the duration of the process, has 
undergone more or less compensatory hyper- 
trophy and is entirely capable of taking up the 
total body work after removal of the diseased 
kidney. In the kidney which excreted nothing 
the functional power is entirely lost. 

(3) When the total urea excreted from the 
diseased kidney is less than one-fourth of that 
excreted by its fellow, we may diagnose grave 
disease of the affected side and a function of 
the opposite kidney sufficient to do the body 
work alone. 

(4) The total urea of the diseased side may 
be twice as much as that of the more normal 
side, and yet nephrectomy may be undertaken 
without fear of death from renal insufficiency. 

(5) If the total urea of the diseased side 
be four times as much as that of the more 
normal side, then there is grave fear of death 
from uremia following nephrectomy. The 
borcerland cases are those where the total urea 
of the diseased side is more than twice and 
less than four times that of the well side. 

(6) The twenty-four hour excretion of urea 
or N. should be considered in all cases. The 
nearer the total urea of one kidney approxi- 
mates that of the other, the more importance 
does a low twenty-four hour excretion of urea 
assume. The continued retention of urea 
or N. will probably indicate a danger point. 

(7) The general condition of a patient 
should be carefully considered and any uremic 
symptoms sought for. 

(8) The comparison of the total urea to de- 


termine the functional capacity of the kidneys 
is better than the percentage urea. 

(9) Irrespective of the amount of work 
done by either kidney, there exists a very small 
class of cases where any known tests can not 
establish the fact that death from kidney in- 
sufficiency is impending. These cases will be 
revealed, I believe, by a further study of the 
elimination of the excretory products of the 
kidneys. 

I have endeavored, as far as possible, to 
dwell briefly upon the different methods of as- 
certaining the functional activity of one or 
both kidneys, but I am of the opinion that no 
one method will give us sufficient information. 

I think that all the methods should be car- 
ried out, particularly, upon the catheterized 
specimens from the separate kidneys, and by 
comparing the different data developed from 
this examination, we can come to a positive 
diagnosis as to the relative function of the kid- 
neys. For a quick examination I believe that 
the phloridzin test of the catheterized speci- 
mens, together with a careful microscopical 
examination, with a study of the characteris- 
tic cells in each, with an estimation of the 
total urea, will give sufficient evidence upon 
which to base our opinion of the functional 
activity of the kidneys. If there is a marked 
devitation from the nomal, the kidneys are 
functionally inactive, and if this should occur 
in a supposed healthy kidney, a nephrectomy 
of the diseased organ is contra-indicated. 

The determination of renal function is ex- 
ceedingly important from the standpoint of 
surgery, not only on the genito-urinary tract, 
but to general surgery as well, for hardly a 
day goes by that I do not hear of a death that 
occurs after a major surgical procedure due to 
the insufficiency of the kidneys. 
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The report of this series of cases shows find- 
ings obtained only with the Nitze observation 
cystoscope. However, other modes of exam- 
ination are used in case an examination can- 
not be made with the Nitze instrument, and if 
the requirements for its fulfillment are not 
present. Dr. Schmidt is an ardent advocate 
of the Nitze method in preference to other 
methods for routine work. 


As this paper is not one on general cystosco- 
py, but only on the routine work of this de- 
partment, only the modus operandi will be de- 
scribed, which is customary in the regular 
work. Hence no description of other meth- 
ods or of technical details which were not met 
with in this series of cases, will be given. 


This method of cystoscopy depends for its 
performance upon two fundamental princi- 
ples: (1) The illumination of the interior of 
the bladder, which is obtained by introducing 
the source of light into the cavity of the blad- 
der, just exactly as in our system of room il- 
lumination in which the source of light is 
placed within the room we wish to illuminate. 
This principle is fulfilled by the small incan- 
descent light which is carried in the beak of 
. the instrument. The second principle is ful- 
filled by a system of lenses carried in the shaft 
of the cystoscope; the arrangement of the 
lenses is such that a large area of the bladder 
can be seen, which gives a large field. The 
picture produced is an inverted one; that is, 
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it appears upside down. The nearer the win- 
dow of the cystoscope is placed to the bladder 
wall, the larger and more distinct is the pic- 
ture we see; but this occurs at the expense of 
the area of the bladder seen, and vice versa, 
the farther away from the bladder wall that 
the window is held, the larger is the surface 
of the bladder brought into view, with a loss, 
however, of the details of the picture. The 
inverted picture may be corrected by adding 
an extra prism to the ocular end of the cys- 
toscope, which then gives us a picture right 
side up. The picture then appears just as it 
is in the bladder. 


Under certain circumstances it may be de- 
sirable in a given case to resort to some other 
method of cystoscopy than the water dilatation 
method of Nitze. When such conditions 
arise, recourse is had to some of the methods 
of air dilatation, such as the Pawlik-Kelly, 
Luys, or any modification of air dilatation cys- 
toscopes. This method of cystoscopy will be 
taken up in another publication at some future 
time. 


At times it has been found impossible to 
carry out a complete or a satisfactory cysto- 
scopic examination in a given case in one sit- 
ting ; in such a case no attempt is made to com- 
plete cystoscopic examination when condi- 
sequent cystoscopy is undertaken at a later 
date. No hestitancy is ever taken to carry out 
this general plan of not trying to do a com- 
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plete cystoscopic examination when condi- 
tions do not warrant it. 

It has always been the custom to take the 
patients into consideration first—and their dis- 
ease secondly—unless it is a question of abso- 
lute necessity. Where time can be taken for 
carrying out an examination, it is always done. 
Pain should never be produced—nor is an ex- 
amination undertaken that may cause trau- 
matism. In other words, it is of prime im- 
portance to consider the patient’s comfort as 
well as his condition, so that it is not changed 
for the worse by the examination. There can 
be no question that unskillful and careless pro- 
cedures give rise unnecessarily to disagree- 
able consequences. 

As before mentioned, it may for various 
reasons be necessary to cystoscope the patient 
a second time. During the time that elapses 
between the first and second examinations, the 
patients are given “preparatory treatment” 
for the second cystoscopic examination, which 


treatment depends upon the nature of each 


individual case. Attention is given to the 
bowels by using any of the salines; hot sitz 
baths morning and evening combined with 
large hot moist dressings over the pubes and 
the perineum. Should it be necessary to use 
opiates, these are usually administered in the 
form of suppositories per rectum. Vesical 
irrigations with solutions of silver nitrate or 
boric acid are indispensable adjuncts in certain 
cases. 

During this time stricture, if present, is 
treated ; irritable conditions are overcome, and 
if hemorrhage is present treatment is directed 
toward its control as much as possible. 

In this series of cases there have been many 
patients who had been “cystoscoped else- 
where ;” the preparatory treatment has always 
made our examination rather a “pleasure” 
than one-of fear of consequences and pain 
which accompanied their previous examina- 
tion. 

It is a strict rule of the service not to sub- 
ject patients to unnecessary examinations. 


All known means are always used to establish 
a diagnosis previous to cystoscopy. Cysto- 
scopy is resorted to only as a ressort dernier. 
In other words, if no cystoscopic examination 
is necessary, it is not made, but if the least 
doubt is present there is never any hesitancy 
in making the examination. In addition to 
the two above-mentioned rules—no pain; no 
traumatism—a third may be added—no un- 
necessary examinations. 

The ever-increasing demands for a more 
accurate diagnosis as regards the nature and 
seats of lesions in the urinary tract are being 
satisfied for two reasons: First, for practical 
purposes we may say that the cystoscope as 
now obtainable on the market is an almost 
perfect instrument; and, secondly, the value 
of the cystoscope (with or without ureteral 
catheterization) as a localizer of pathology in 
the urinary tract is being recognized more and 
more every day, and hence a more universal 
employment of the cystoscope in all cases that 
present symptoms of disease in the urinary 
tract. . 

Blood and pus are the two most common 
objective symptoms that occur in diseases of 
the urinary tract. Bearing in mind the fact 
that the urinary tract extends from the kid- 
ney to the external urethral orifice, it is at 
once apparent that an exact localization of 


‘the pathological process which is producing 


the symptoms: is a difficult problem. Not only 
is this problem a difficult one from the ob- 
jective symptoms alone, but it becomes 
confusing a good many times when we 
attempt to do this by reasoning from 
the subjective symptoms, as elicited from 
the patient. This is especially true in 
cases presenting an atypical history. For 
example, a patient may complain of pain 
in the lumbar region on one side, radiating 
down into the bladder, which at once draws 
our attention to the kidney. Oftentimes blood 
and pus are present in the urine, and a diag- 
nosis of stone in the kidney is made. Great, 
however, is the surprise when, for example, 
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a large stone or a bladder tumor is found 
upon cystoscopic examination. Or, on the 
other hand, those cases in which bladder 
symptoms, such as frequent urination, pain 
and tenesmus, predominate. This is especial- 
ly apt to be the case in tubersulosis of the kid- 
ney, which often has advanced to a high de- 
gree of kidney involvement, without the pro- 
duction of any symptoms referable to the 
kidneys. In one case of this series both kid- 
neys were markedly tubercular, the enlarged 
kidneys were easily palpable, so that the pro- 
cess undoubtedly had been going on for a 
long time; still this patient’s first complaint 
(frequency) dated back only ten weeks prior 
to admission to the hospital. 

And in this connection it is well to bear in 
mind that lesions “entirely outside” the urinary 
tract may be responsible for urinary symp- 
toms (1). (Lesion of the ovaries and tubes, 
pelvic exudates, etc.) Seelig recently reports 
three cases of appendicitis which were accom- 
panied by hematuria and pain in the loin. He 
says, here, then, are three cases, all of them 
encountered within a short period of time, and 
all of them characterized by the facts, first, 
that they were wrongly diagnosed by the op- 
erating surgeon; secondly, that pain radiating 
from the kidney region, and blood in the 


urine were prominent symptoms, and, thirdly, 


that the lesion was the appendix. 

Before a thorough and complete cystoscopic 
examination can be carried out, it is necessary 
that certain conditions be present. The ab- 
sence of some of these conditions is only rel- 
ative, inasmuch as by some manipulation or 
another a favorable condition can be brought 
about. In some cases cystoscopy cannot be 
carried out because one or the other of the 
conditions cannot be fulfilled. 

1. The urethra should be of such a caliber 
so as to freely admit the passage of an instru- 
ment of about No. 23 French. Cystoscopes 
of a smaller caliber, 16 French, are obtainable 


Illinois State Medical Society, 1909. 


1. Louis E. Schmidt, “Vesical Symptoms due to Lesions Outside of the Bladder.” 


on the market. The picture is of necessity 
a very much smaller one and by no means as 
satisfactory as the larger pictures obtained 
with a larger caliber instrument. At times the 
first obstruction met with is due to the pres- 
ence of a small external urethral orifice, which 
is easily overcome by the performance of a 
meatotomy. Not infrequently the lumen of 
the urethra is very small, due to the presence 
of urethral strictures. The passing of soft 
bougies or sounds at regular intervals, grad- 
ually increasing their size, soon re-establishes 
the lumen of the urethra, so that the cysto- 
scope can now enter the bladder without any 
further hindrance. This has repeatedly oc- 
curred in the present series of cases. In these 
cases gradual, progressive dilatation has been 
resorted to rather than trying to forcibly di- 
late the strictures at one sitting, inasmuch as 
the gradual dilatation has always given the 
better results. 

At times changes in the prostatic urethra, 
due to “senile enlargement of the gland,” as, 
for example, elongation and distortion of the 
urethra, may cause a good deal of trouble in 
introducing the cystoscope. Sometimes it is 
impossible in the case of very large lateral 
and median lobes, to make a satisfactory ex- 
amination. It may, therefore, in these cases, 
be impossible to introduce the cystoscope into 
the bladder; the beak, instead,of being in the 
bladder, lies in the dilated urethra, so that 
when the light is turned on a cystoscopic burn 
may result, owing to the absence of the dis- 
tending media around the lamp, which then 
lies in direct contact with the urethra, and so 
produces a burn, if the lamp is held in contact 
with the urethra. To overcome this error in 
technic a so-called prostatic cystoscope with a 
long shank should be used. 


Force should never be used in the passage 
of the cystoscope, and this applies’ especially 
to cases in which an obstruction exists in the 
prostatic urethra, as may occur in cases of 
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carcinoma. Naturally, in these cases, as well 
as in all others, the current should never be 
turned on until the beak of the instrument is 
freely movable. 

The “shut-off” of the current should always 
be in working order, so that the current can 
be regulated momentarily. 

A good deal has been written about the hy- 
persensitiveness of the posterior urethra, of- 
fering an obstacle to cystoscopy, to overcome 
which the use of the various local anesthetics 
is resorted to. Local anesthesia was not re- 
sorted to in this series of cases. In those few 
cases where anesthesia was necessary, the use 
of either nitrous oxide or ether was resorted 
to. 

The employment of local anesthetics in the 
urinary bladder should be carried out with a 
good deal of care. Formerly, when cocaine 


was so freely used for this purpose, it was not 
uncommon, after cystoscopic examinations, to 
see cases of intoxication following the use of 


cocaine as a local anesthetic. 

In regard to the use of cocaine as a local 
anesthetic in the bladder, Willy Meyer calls 
attention to the danger attending its use by 
mentioning a case in which the patient had 
very marked toxic symptoms which persisted 
for about forty-five minutes. He also men- 
tions Albarran’s case, in which the patient died 
within barely fifteen*minutes after its intro- 
duction into the bladder. Fenwick, on the 
other hand, has never seen a case presenting 
symptoms of so-called cocaine poisoning, al- 
though he has used the drug in a large prac- 
tice. 

The toxic symptoms may be explained in 
one of two ways, or perhaps they may be due 
to both. Rapid absorption of large amounts 
of the drug may take place in cases where 
there is much ulceration of the mucosa, there- 
by allowing absorption to take place very 
quickly. On the other hand, it is well known 
that many persons possess an idiosyncrasy for 
cocaine, in whom small amounts are sufficient 
to produce severe symptoms of intoxication. 


The introduction of the newer and less toxic 
preparations may completely overcome this ob- 
jection to local anesthesia. Dr. Schmidt does 
not hesitate to use a local anesthetic, but 
avoids their use, if possible. Most American 
writers advise their use—some deposit tablets 
into the posterior urethra, others use solutions. 
It is true, many men, even some with large ex- 
perience, have never seen ill results from the 
use of local anesthetics. However, there are 
a sufficient number of cases known to warrant 
the avoidance of the reckless use of cocaine. 

The second condition which is necessary in 
carrying out a cystoscopic examination is that 
the bladder shall contain a sufficiently large 
amount of fluid so that it can be distended, 
thereby avoiding burns of the mucous mem- 
brane, ironing out the folds of the bladder 
mucosa, thereby bringing lesions into a plainer 
view, and making it easier to find the ureteral 
orifices. The fluid distention may also be of 
aid in differentiating a fold of the mucosa 
from a papilloma. 

In cases of so-called concentric hypertro- 
phy of the bladder wall, sometimes called con- 
tracted bladder, the cavity of the bladder is 
much encroached upon, so that it is impossible 
to introduce more than a tablespoonful or per- 
haps two of fluid into the bladder. This is 
often associated with great irritability of the 
bladder, so that the fluid which has been in- 
troduced for purposes of distention is imme- 
diately voided by the patient. Such was the 
condition in case No. 44, so that a general 
anesthetic had to be employed. 

While it is possible in these cases to exam- 
ine such a bladder with a small amount of 
distention, and to make a diagnosis, on the 
whole it is usually more satisfactory to make 
an examination when a higher degree of dis- 
tention of the bladder is obtainable. In just 
such cases as these any of the air methods of 
distention might be used with a good deal of 
satisfaction. 

It is with the idea in mind of avoiding in- 
jury to a seriously diseased bladder that a 
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knowledge of the bladder capacity be ascer- 
tained before the cystoscopic examination is 
undertaken, and especially so in those cases 
requiring a general anesthetic. This may be 
determined by having the patient hold the 
urine as long as possible, and then passing the 
urine into a graduated vessel, or by the slow 
and careful introduction of fluid into the blad- 
der before the anesthesia is started, for when 
an attempt is made to dilate such a bladder 
with fluid beyond the point of tolerance, the 
patient immediately complains of severe pain, 
after which it is useless to attempt further 
dilatation, and thereby avoiding injury to a 
bladder which is already seriously  dis- 
eased (1) 

The third condition which must be fulfilled 
is that the bladder contains a clear media. As 
a rule, this can be accomplished by carefully 
washing the bladder. At times this is a very 
tedious piece of work, and especially so in 
cases of trabeculization of the bladder, where 
large pockets are present. This condition may 
be suspected during the process of irrigating 
the bladder, when, for example, the wash 
water which has returned fairly clear sudden- 
ly returns very turbid, and not infrequently 
contains large shreds of pus or muco-pus. 
This, of course, makes it necessary to con- 
tinue the washing, which should now be care- 
fully carried out, introducing the irrigating 
fluid very slowly and without force, thereby 
avoiding, if possible, a long washing, such as 
would be due to stirring up the debris which 
has collected on the bottom of the pockets or 
which is adherent to the sides of the bladder 
wall. 
Oftentimes a case in which the voided urine 
is very turbid will require a long and a very 


1. This applies to cases in which the bladder is the 
seat of serious organic disease, such as, for example, 
the presence of a thin-walled diverticula. Not in- 
frequently nervous people may complain of frequent 
urination of small amounts, which might suggest a 
small bladder capacity, but in whom no trouble is ex- 
perienced in introducing large amounts of fluid. 
(Case No. 42.) 
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careful irrigation before the wash water re- 
turns clear. In marked contrast stand those 
cases in which the voided urine is very turbid, 
but after just a few minutes’ washing the 
wash water returns absolutely clear. This 
fact is a rather striking one, and should at 
once lead us to suspect a lesion in the urinary 
tract above the bladder. 

It is true that it is possible to cystoscope 
cases with the Nitze instrument, if the blad- 
der is filled with air; or, on the other hand, 
if the bladder is filled with clear urine. Even 
when the wash water does not return clear, a 
fair cystoscopic examination can be made; yet 
it is always desirable, particularly in doubtful 
cases, to free the bladder wall from every 
adherent particle, so as to see the exact con- 
dition of affairs. Besides, when watching 
urine from the ureters, if the water in the 
bladder is not clear, the urinary whirl may 
seem to be loaded with specks (pus, etc.). 

In some cases the only complaint or indi- 
cation for cystoscopy may be the occurrence 


of blood in the urine. If this is small in - 


amount, it usually does not interfere with the 
carrying-out of the examination. At other 
times, profuse hemorrhages may be present, 
and demand treatment before an examination 
is undertaken. The source of the hemor- 
rhage must also be taken under consideration. 
When the blood comes down the ureter from 
one kidney, it is usually possible, after having 
cleaned out the blood clots and bloody urine 
from the bladder, to. introduce a_ sufficient 
amount of fluid in the bladder to permit of 
a rapid cystoscopy and to determine the origin 
of the bleeding. 

In those cases in which the bleeding comes 
from the bladder and in which it is impossi- 
ble to have the wash water return clear, at- 
tention is usually directed toward the control 
of the hemorrhage. For this purpose, rest in 
bed, with the use of an icebag over the supra- 
pubic region are usually resorted to. Local- 
ly, instillations of adrenalin solution are of 
great value in controlling the bleeding. The 
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use of solutions of antipyrin introduced into 
the bladder by means of a soft rubber catheter 
and allowed to remain in the bladder can 
also be resorted to. 

For routine work the above general plan 
has given satisfactory results, and most cases 
of hemorrhage can usually be controlled in 
this way. The use of irrigating and other 
cystoscopes in these cases of hemorrhage will 
be taken up at a future time, as previously 
mentioned. 

Not all cases, however, respond to treat- 
ment, and in spite of everything that can be 
done the bleeding keeps right up, so that it not 
infrequently happens that a case will have to 
be operated upon without a cystoscopic exam- 
ination being made prior to the operation (1). 

In regard to the nature of the fluid used for 
distention and irrigating, it makes little prac- 
tical difference what fluid is used, as long as 
it is non-irritating to the bladder, that the 
solution is clear, and that it doés not corrode 
the cystoscope. Solutions of boric acid, nor- 
mal salt, or oxycyanate of mercury may be 
used. 

It is very desirable in routine cystoscopic 
work to always use a definite amount of fluid 
for distending the. bladder, so that at subse- 
quent examinations the same degree of disten- 
tion be obtained, and hence the relationship in 

the degree of, distention is always the same, 


1. Such a case was recently operated upon at the 


hospital by. Dr. Louis E. Schmidt. The patient com- 
plained of profuse hematuria of three weeks’ dura- 
tidn. Local and general treatment without any ap- 
preciable effect on the bleeding. It was impossible 
to completely remove all the blood clots from the 
bladder. Exploratory suprapubic cystotomy showed 
the following: The bladder was filled with blood, 
urine and large clots of blood, so that the bladder 
was distended almost to the umbilicus. After the 
cavity of the bladder was cleansed by removing the 
clots, a median lobe enlargement of the prostate was 
seen projecting into the bladder cavity, being about 
as large asa plum. It projected. upward, appearing 
in general outline like a small uterus. Running 
across the top of this lobe were seen four or five di- 
lated,. tortuous, atheromatous arterioles, about the 
diameter of a pin. The blood was seen coming from 
several of these dilated vessels that had ruptured in 
some unexplainable way. 


for the cystoscopic examination. 


so that in taking notes in regard to size, shape 
and position of an intravesical lesion, oné is 
always working under the same conditions, 
thereby avoiding wide discrepancies in our 
descriptions of the findings. 

It is needless to state that all manipulations 
should be carried out as gently as possible, so 
as to avoid the production of pain. This ap- 
plies to the introduction of the cystoscope as 
well as it does to the process of vesical. irri- 
gation. The introduction of the cystoscope 
should produce no more pain than should the 
passage of a sound. An especial degree of 
care should be exercised when bladder irri- 
gation is carried out by means of a catheter, 
especially in highly sensitive bladders, never 
allowing the bladder to completely empty it- 
self, but introducing more fluid before that 
previously introduced has all escaped. If we 
allow the bladder to completely empty itself, 
it contracts down upon the catheter, thereby 
producing pain. 

Various tables have been devised and po- 
sitions described into which patients are placed 
It is quite 
readily understood that the simpler the posi- 
tion, the better for both the patient and the 
examiner. The simplest position, and the 
easiest one to be obtained at all times, is to 
have the patient lie flat on his back on an 
ordinary flat-topped table, placing a small pil- 
low or cushion under the hips, so as to elevate 
the pelvis. In order to always have the same 
degree of elevation, it is but necessary to use 
the same cushion at each examination. There 


‘are several advantages in using an ordinary 


table, and among them may be mentioned: 
An ordinary table can always be obtained in 
any hospital, whereas in the home an ordinary 
kitchen table plus a cushion are all that are 
needed. 

The prone position is not in common use. 
There are to be seen in cystoscopic clinics all 
kinds of tables and chairs for cystoscopic ex- 
amination purposes. Many authorities advise 
the necessity of these, and even doubt the 
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advisability of the prone position to permit 
¢atheterization and examination of the inte- 
rior of the bladder. Experience is the best 
teacher, and the practicability of the same has 
always been noticeable in the work done at 
the Alexian Brothers’ Hospital 


When patients are in the sitting-up posture, 
and if they should feel faint during the course 
of an examination, it may become necessary 
to withdraw the cystoscope for the time be- 
ing, and unless enough assistants are present 
the patient may fall from this position and do 
himself injury, while if a patient is lying 
flat on the back it will be impossible for any 
harm to befall him. 


Not infrequently patients are placed in the 
lithotomy position, and at other times with the 
thighs spread far apart. These positions are 
often difficult for the patients to maintain, es- 
pecially in those of advanced age or those 
suffering from joint lesions, so that not infre- 
quently during the course of the examination 
the patients complain of pains and cramps in 
the muscles of the thighs and legs, which often 
necessitate an interruption of the examination 
until the cramps have subsided, which may be 
hastened by lightly rubbing the thighs and 
calves. 

It not infrequently happens that cystoscopy 
is accompanied by or followed by complica- 
tions. These may be divided into general and 
local, and of these two groups the local are 
undoubtedly the more common of the two. 


The most common general complication, as 
a rule, is fainting, which of course is quite a 
serious matter, if we are carrying out the cys- 
toscopic examination in the sitting posture, 
whereas if the patient is in the prone position 
as previously described, it really makes little 
difference, as the patient cannot do himself 
any injury whatsoever. 


A rare complication has been reported by 
Dr. Louis E. Schmidt (1) which occurred in 


case No. 53, during catheterization of the right 
ureter, and which he has called “ureteral 
shock.” During the passing of the ureteral 
catheter, the patient went into a complete state 
of collape. During a second catheterization 
of the same ureter at a somewhat later date, 
the patient again complained of pain and nau- 
sea when the ureteral catheter had been intro- 
duced about 8 or 10 cm. into the ureter. The 
catheter was partially withdrawn and again 
passed up into the ureter, and immediately the 
patient complained of severe pain and nausea, 
The highly sensitive area in the ureter was 
evidently very well localized. 


In regard to catheterization, it can be stated 
that no untoward effect has ever been noticed 
in cases of ureteral catheterization when no 
pus was present in either kidney or pelvis. 
Certainly no infection of a healthy kidney has 
even been suspected. This agrees with all 
men of experience. Where pus does exist in 
a kidney and catheterization has taken place, 
a reaction has been noticed, similar to the re- 
action where only a bladder involvement is 
present. 


The local complications undoubtedly are 
more common than the general. A _ good 
many of these local complications can be 
avoided, and every effort should be put forth 
in each case to do so, so as to reduce the com- 
plications to the:minimum. 


It not infrequently happens that an aggra- 
vation or an acute exacerbation of an already 
existing cystitis occurs. This seems to be es- 
pecially so in the cases of cystitis that are as- 
sociated with senile enlargement of the pros- 
tate gland, so that the pain and frequency of 
urination are increased. Here, of course, it 
is necessary to consider whether a prostatitis 
is co-existent. These infected and irritable 
prostates permit readily of reaction. On the 
other hand, in not a small proportion of cases 
the patient informs us on the next day that 


1. Proceedings of the meeting of the American Association of Gen.-Ur. Surgeons, 1908. 
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the urinary act is decidedly easier since the 
examination. 

It is rare to see bleeding (after the cysto- 
scope is withdrawn) at the end of urination 
of the water which has been introduced into 
the bladder, for purposes of distention. This 
has been of rather infrequent occurrence in 
our work, we having seen it only in a few 
cases of senile enlargement of the prostate. 


Unless an extreme degree of care is used 
in the handling of the cystoscope, a burn of 


the mucosa may result, which has been called 


“ulcus cystoskopicum.” 

Truthfully speaking, these cystoscopic burns 
ought not to occur; still, considering the con- 
gestion which is often present, it is not re- 
markable. It goes without saying that it is 
not desired. If a burn does occur, it is not 
particularly harmful. In these cases it is our 
usual practice to irrigate with a catheter, us- 
ing a-solution of argyrol. 

These ulcers are not as common .now as 


formerly, on account of the so-called “cold” | 


lamps, yet great care should always be taken 
to avoid them. 

These cystoscopic burns have led to errors 
in diagnosis, so that the cystoscopist at the 
time of the second examination finds an ulcer 
of the bladder, whose presence he thinks he 
overlooked at the first examination. These 
ulcers have at times been mistaken for and 
diagnosed as tubercular and other kinds of 
ulcers, and it is on account of this error in 
diagnosis (and prognosis) that these burns 
should be recognized. The appearance of the 
burn depends, of course, upon the degree of 
the burn, as well as the time that has elapsed 
between the time the burn was produced and 
the subsequent examination at which the burn 
is discovered. In the early stages the burn 
is covered with an eschar, which gradually 
sloughs off, so that small pieces of necrotic 
tissue may be seen floating in the fluid. After 
the entire eschar has sloughed away, we may 
see the ulcer, and on its base are to be noted 


the presence of granulations. The shape of 
the ulcer is usually that of the instrument 
which produced the burning. In the largest 
number of cases it is usually oval and not cir- 
cular in outline. The ulcers are surrounded 
by a hyperemic zone. 


Not infrequently a ‘arge ulcer is seen on 
the bladder wall, which in size and the redness 
of its margin is out of all proportion to the 
bladder findings; in fact, the rest of the blad- 
der may be absolutely normal. This at once 
gives us a clew toward making a probable 
diagnosis of “ulcus cystoskopicum.” 


Burns can occur at any part of the blad- 
der. All that is needed is merely allowing the 
beak of the cystoscope to come in contact with 
the bladder mucosa and holding it there for 
a few minutes, which is very prone to occur 
during the course of a demonstration to a 
class. Bearing this possibility in mind, it is 
well during demonstrations to shut off the 
light every few minutes, thereby allowing the 
lamp to cool. It is customary to use an in- 
strument to hold the cystoscope in place when 
demonstrating to more than one. 


Inasmuch as most of the lesions of the blad- 
der are to be found on the base of the blad- 
der, and owing to the nearness of the lamp to 
the bladder wall during the examination, it 
is here that burns most frequently occur. 
Burns may, however, occur in the vertex of 
the bladder as well as on the trigone and 
around the ureteral orifices. 


We have aribitrarily divided this series of 
cases into four groups; this is an old classi- 
fication and has been repeatedly used for this 
purpose in cystoscopic work. 


In Group I are placed all those cases in 
which the bladder condition was secondary to 
disease in the kidney. 


Group II contains all cases in which the 
bladder was the primary seat of disease. 

In the third group were placed all cases in 
which the bladder condition was secondary to 
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disease of the internal urethral orifice or be- 
yond it. 

Lesions of the bladder associated with dis- 
ease of the central nervous system and gen- 
eral diseases were placed in Group IV. 


GROUP I. 


Case No. DIAGNOSIS. 

13. Tuberculosis of kidney, left. 
39. Tuberculosis of kidney, right. 
44. Tuberculosis of kidney, left. 
52. Tuberculosis of kidney, right. 
21. Renal calculus, right. 

40. Renal calculus, left. 

53. Renal calculus. 

57. Renal calculus, right. 


GROUP II. 


Case No. 
1. Cystitis glandularis et follicularis. 
8. Papilloma of bladder. 
58. Papilloma of bladder. 
12. Vesical calculus. 
22. Vesical calculus. 
62. Vesical calculus. 
15. Contracted internal urethral orifice. 
23. Contracted internal urethral orifice (post- 
operative ). 
24. Epithelioma of bladder. 
47. Epithelioma of bladder. 
59. Dislocation of bladder. 
51. Edema of internal urethral orifice. 
65. Suprapubic and perineal fistulae (post- 
operative). 


DIAGNOSIS. 


GROUP III. 


Case No. DIAGNOSIS. 

2. Senile enlargement of the prostate (col- 
lar-shaped). 

3. Senile enlargement of the prostate (me- 
dian and lateral lobes). 

4. Senile enlargement of the prostate (col- 
lar-shaped ). 

14. Senile enlargement of the prostate (col- 
lar-shaped ). 


25. 


56. 


Senile enlargement of the prostate (lat- 
eral lobes and a small median lobe). 

Senile enlargement of the prostate oan 
lateral lobes). 

Senile enlargement of the prostate (both 
lateral lobes). 

Senile enlargement of the pea (both 
lateral lobes). 

Senile enlargement of the prostate (both 
lateral lobes). 

Senile enlargement of the prostate (small 
pedunculated median lobe). 

Senile enlargement of the prostate (lat- 
eral lobes). 

Senile enlargement of the prostate (col- 
lar-shaped ). 

Senile enlargement of the prostate (col- 
lar-shaped ). 

Senile enlargement of the prostate (col- 
lar-shaped). 

Senile enlargement of the prostate (col- 
lar-shaped ). 

Senile enlargement of the prostate (both 
lobes). 

Senile enlargement of the prostate -(lat- 
eral lobes and a median lobe). 

Chronic prostatitis. 

Chronic prostatitis. 

Chronic prostatitis. 

Chronic prostatitis. 

Chronic prostatitis. 

Chronic prostatitis and strictures. 

Chronic prostatitis and strictures. 

Chronic prostatitis and strictures. 

Chronic prostatitis and strictures. 

Urethral strictures. 

Urethral strictures. 

Urethral strictures. 

Urethral strictures. 

Urethral strictures. 

Urethral strictures. 

Bleeding from the prostate. 

Chronic urethritis. 

Chronic urethritis. 

Acute generalized gonorrheal cystitis. 


= 
| 32. 
45. 
46. 
48. 
= 
60. 
9. 
63. 
64. 
31. 
an 7. 
34. 
35. 
18. | 
5. 
33. 
43. 

19. 
30. 
41. 
49, I 
61. d 
34. 
36. 
10. 
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GROUP IV. 
Case No. DIAGNOSIS. 
6. Cerebro-spinal lues. 
20. Cerebro-spinal lues. 
28. Tabes dorsalis. 
42. Neurasthenia. 


It is to be recalled that all these cases refer 
only to male cases. 


The grouping of the cases into these four 
groups has been purely arbitrary and has sim- 
ply been done for the sake of convenience. 
It will, therefore, be necessary to digress 
somewhat in taking up a description of the 
various cases, as in some of them the inter- 
esting cystoscopic findings were not the most 
prominent picture presented by the individual 
case. 


A very interesting picture, both histolog- 
ically as well as cystoscopically, was presented 
by case No. 1 in this series. At the time of 
operation nodules were found in the bladder, 
a few of which were excised and examined 
histologically, revealing the picture of a cys- 
titis follicularis and glandularis (1). 


In two cases a rare cystoscopic picture pre- 
sented itself, namely, the urachus had not 
been completely obliterated so that the condi- 
tion could be diagnosed without any difficulty. 
On account of the infrequent occurrence of 
this condition, a detailed report of the findings 
in each case will be given. 


Case No. 6. Entered the hospital July 5, 
1908, with the clinical diagnosis of cerebro- 
spinal lues. Cystoscopy: At the apex of 
the bladder may be seen an open urachus, large 
enough to admit the tip of the little finger, 
around which is to be seen a marked degree 
of trabeculization of the bladder. Trabecu- 
lization is also to be seen over the entire blad- 
der wall. The prostatic tissue extends com- 
pletely around the internal urethral orifice, 


1. A detailed report of this case was published in 
the November issve of Surgery, Gynecology and Ob- 
stetrics, 1908, p. 510. 
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forming the so-called collar-shaped hyper- 
trophy of the prostate. 

The second case of open urachus was found 
in Case 9 of this series. 

The patient, aged 76, entered the hospital 
on June 27, 1907. Upon admission to the 
hospital the patient complained of pain over 
the bladder region, pain in the glans penis 
during urination, difficulty in starting the 
stream, and slight incontinence. 

Cystoscopy shows a slightly trabeculated 
bladder on the left lateral wall. The blood 
vessels are atheromatous. In the apex of the 
bladder is to be seen an open urachus, sur- 
rounded by a slight degree of cystitis, and a 
marked degree of trabeculization. The ura- 
chus is patent for a short distance only. Some 
of the trabecule show the presence of ulcer- 
tion. The internal urethral orifice is com- 
pletely surrounded by prostatic tissue, the sur- 
face of which is irregular in outline. 

In both of these cases this condition was 
found during the course of the cystoscopic 
examination, and they are to be looked upon 
simply as additional cystoscopic findings, 
which of course could never have. been diag- 
nosed in any other way. 

An interesting fact in connection with these 
two cases is that both of them entered the 
hospital within a period of seven days. 

These findings bring up the question of 
diverticula of the bladder, on account of the 
similarity in the cystoscopic picture. 

Diverticula of the bladder are usually di- 
vided into two groups, the congenital and the 
acquired. The acquired form, which is by 
far the more common of the two forms, oc- 
curs in cases in which there has been an ob- 
struction to the outflow of urine, with a sec- 
ondary trabeculization of the bladder, which 
ultimately leads to the formation of diver- 
ticula. This condition is commonly associated 
with cases of “senile enlargement of the pros- 
tate gland.” These diverticula are usually 


situated in the lower lateral walls, and they 
are surrounded by the prominent muscle bun- 
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dles, due to the presence of which their out- 
line is not strictly round or circular. 

The congenital diverticula are generally 
placed in a group by themselves, and they are 
differentiated from the acquired diverticula 
by the following: 

1. Congenital diverticula almost always oc- 
cur singly, whereas the acquired diverticula 
are generally multiple. 

2. The acquired diverticula are surrounded 
by thick muscle bundles, which condition is 
not present to such a marked degree in the 
congenital diverticula. 

3. The congenital diverticula are usually of 
a well-defined circular outline. 

4. Not infrequently the congenital diver- 
ticula is the only lesion present. 

5. A fifth diagnostic point can be added in 
these two cases, namely, the location of the 
diverticula, which occurred in the apex of 
the bladder, at the location where we would 
expect to find the urachus. In Case 9 the 
patient complained of pain over the blader 
region. It is not probable that there is any 
causal relation between the presence of the 
open urachus and the pain, for the pain has 
only been a recent complaint. 

In this series of cases there occurred a 
total of seventeen cases of “senile enlarge- 
ment” of the prostate gland, which, according 
to the cystoscopic picture, may be divided into 
four groups: 

1. Collar-shaped enlargement. This condi- 
tion was present in seven of the seventeen 
cases, and it is characterized cystoscopically by 
the presence of prostatic tissue, which com- 
pletely surrounds the internal urethral orifice. 

2. Next in frequency were the cases of lat- 
eral lobe enlargement, of which there were 
six out of the seventeen cases. The cystoscopic 
picture in this con“ition is very characteristic. 
In the cystoscopic picture one sees two red 
tumors bulging into the fiel!, one from each 
side, the two bulgings being separated from 
one another by the so-called “prostatic thor.” 
A picture very similar to this can be easily 


produced by an error in the technic, and this 
may lead to a wrong diagnosis. This is pro- 
duced when the beak of the cystoscope is de- 
pressed by raising the ocular end of the cys- 
toscope. This error can be avoided simply by 
bearing this fact in mind. 

3. In two cases there occurred both an “en- 
largement” of the lateral lobes and an en- 
largement of a median lobe, and in one case 
beside the presence of the two Iateral lobes a 
distinct median bar was present. 

4. In one case only was the enlargement 
present in the form of a median lobe. The 
median lobe was very small, and it had a very 
distinct pedicle. There are several interest- 
ing features of this case which will bear men- 
tioning in detail. Five years ago the patient 
had a suprapubic prostatectomy performed, 
from which he had made a complete recovery. 
Recently, a suprapubic fistula developed, for 
the relief of which the patient entered the hos- 
pital. At the operation a small median lobe 
was found, about the size of a large kidney 
bean, springing from a small but well-defined 
pedicle. 

There were three cases of vesical calculus. 
In one case the patient had been suffering 
from bladder symptoms for a period of six 
years; by means of a suprapubic cystotomy a 
stone, the size of a plum, was removed. The 
second case was cystoscoped five days after 
the onset of a typical renal colic. Cystoscop- 
ically, the right ureter was seen to be patent 
and on the base of the bladder a small stone, 
about the size of a bean, was seen. The 
presence of the small stone, the patent ureteral 
orifice, and the clinical history left no doubt 
as to the diagnosis of a ureteral colic due to 
the passage of the stone, which was seen in 

«the bladder. 

In the third case a stone the size of a split 
English walnut was found; the entire surface 
of the stone had a honey-combed, excavated, 
appearance, to which much debris was adher- 
ing. This patient gave a distinct history of 
having had several attacks of renal colic be- 
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ginning about four years ago, so that undoubt- 
edly the nucleus for the bladder stone is to be 
looked upon as a stone which came down from 
the kidney. No cystoscopic picture is clearer 
and more distinct than is that of stone. Not 
only are we able to diagnose the presence of 
stone, but we can also determine the number 
of stones present, their size, and also whether 
they are free in the bladder cavity, or whether 
they are situated in a diverticula. A stone in 
a diverticula or those situated in the bas fonde 
are those most commonly missed with the 
- stone searcher. If in the bas fonde, one stone 
can often be on top of the other, and the sec- 
ond one can be overlooked, cystoscopically. 
There were four tumors of the bladder, two 
of which were papillomas and two were epi- 
theliomas. In both cases of epitheliomas the 
initial symptom was blood in the urine. In 
case No, 24 the first hemorrhage occurred four 
years ago. The tumor was situated on the 
left side of the bladder, completely obstructing 
the left ureteral orifice, which could not be 
seen on account of the overhanging, elevated 
and rounded edge of the infiltration, which was 
about one-half inch to the left of the position 
in which the ureteral orifice ought to have been 
found. In case 47 an infiltrating tumor was 
found, which did not grow into the bladder 
cavity, but seemed to grow in the bladder wall. 
Beside the presence of the tumor, small grape- 
like nodules, varying in size from a pinhead to 
a split pea, were seen. These small nodules 
were semi-transparent, and there was a dis- 
tinct difference between them and between an 
edema—more firm, and on close examination 
blood vessels can be seen. 
The two cases of papilloma of the bladder 
presented the characteristic cystoscopic picture 
of this lesion. The villi were plainly seen 


floating in the vesical fluid ; in the villi the’ ves- 
sels can be seen, by means of which a villus 
may be distinguished from a fold of mucosa or 
from an edema of the mucous membrane. 

In case No. 8 the only symptom of which the 
patient complained was the presence of blood 
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in the urine. Ten days before entering the 
hospital he had had one attack of retention. 
He was catheterized and. bloody urine re- 
moved. Cystoscopically, a papilloma the size 
of a small hen’s egg was seen around the right 
ureteral orifice. 

Although the condition called “contracted 
internal urethral orifice” is usually looked 
upon as a rare condition, and in fact receives 
no mention in some of the recent textbooks, 
there were two cases in this series. One of 
them was a case of the so-called simple type, 
and one was secondary to a suprapubic cys- 
totomy. 

In both of these two cases trabeculization of 
the bladder was well-marked, and a high de- 
gree of cystitis was present in each case. This 
condition is most frequently mistaken in diag- 
nosis for enlargement of the prostate, and it 
should always be borne in mind in the differ- 
ential diagnosis, especially if the patient gives 
a history- clinically of enlargement and when 
upon rectal examination a normal prostate is 
felt. 

One case presented the rather unique pic- 
ture of a dislocation of the entire bladder. 
This was due to a distortion of the bony pel- 
vis, which was tilted toward the right side, 
due to shortening of the right lower extrem- 
ity, which followed a fracture of the hip dur- 
ing infancy. The cystoscopic picture shows an 
apparently dislocated bladder. The right wall 
of the bladder is distended away to the right 
side of the pelvis, so that there is an entire 
shifting of the bladder and an apparent sag- 
ging of the right wall of the bladder. The 
anterior part of the left lateral wall is prac- 
tically in the median line. Beginning trabe- 
culization of the right lateral half of the bas 
fonde. A mild degree of cystitis was present. 

There were four cases of tuberculosis of 
the kidney. In all cases there was a secondary 
or descending tuberculosis of the bladder. In 


. many of the cases of tuberculosis the first 


symptoms which bring the patient to the phys- 
ician are the bladder symptoms. Although the 


ll 


702 SOUTHERN MEDICAL JOURNAL. 


renal involvement has gone on to a very severe 
degree, yet no symptoms are produced by the 
kidneys. In case 44 the patient complained 
of increased frequency of urination and pain 
for only ten weeks. Both kidneys were mark- 
edly enlarged. The bladder was contracted, 
so that it would only hold about one and one- 
half ounces of boric acid solution. Three of 
the four cases were far advanced cases, and 
showed severe bladder changes, namely, se- 
vere inflammatory signs, besides very well- 
marked trabeculization of the bladder, as well 
as the presence of ulcers. In one case, No. 
52, tubercular ulcers were seen situated around 
the right ureteral orifice. 

Whenever a patient presents, himself for 
cystoscopic examination, who gives a clinical 
history of renal stone, our attention is natur- 
ally directed to the ureteral orifice of the same 
side as that upon which he complains of the 
symptoms. The changes about the ureteral 
orifice can be roughly grouped into two 
groups: (1) The condition of the ureteral 
orifice; (2) the character or its efflux. 

In one of the cases (No. 22), in which the 
patient had just passed a small stone, the uret- 
eral orifice was patent, and gaping, and the 
small stone was found in the base of the 
bladder. 


Inability to find one ureteral orifice may 
occur whenever associated secondary changes 
are present in the urinary bladder, or the 
ureteral orifices may be obscured, due to the 
presence of an enlarged prostate gland. 


In one of the cases (No. 40), a generalized 
well-marked cystitis was present. The trigone 
showed a peculiar fluffy condition. The right 
ureteral orifice was situated on a well-marked 
elevation. The left ureteral orifice could not 
be seen. In the area where one would natur- 
ally expect to find the ureter, there was pres- 
ent beside the inflammatory changes and the 
edema many superficial erosions and _ ulcer- 
ations. There were also to be seen a few sub- 
mucous hemorrhages. The cystoscopic findings 


pointed to a left-sided lesion, which was veri- 
fied by the Roentgen picture. 

At times the normal efflux is replaced by 
one of blood or pus. Such a condition ex- 
isted in case 21, in which there was no cystitis 
present, but the urine coming from the right 
ureter was turbid. 

Just as the senile enlargement of the pros- 
tate gland produces changes about the internal 
urethral orifice which we may recognize cys- 
toscopically, so other changes that occur in 
the prostate can at times be recognized in 
this manner. Needless to say that cystoscopic 
examination in a patient suffering from an 
acute prostatitis is rarely, if ever, justified. 

In one of the prostatic cases (No. 50) the 
only complaint was the “occasional” presence 
of blood in the urine. This occurred at irreg- 
ular intervals and varied in amount. There 
were no other symptoms to aid in making a 
probable diagnosis of the seat of the hemor- 
rhage. With the cystusccope the internal 
urethral orifice was seen to be swollen, and 
in a few piaces blood could be seen oozing 
from the swollen orifice. 

In five cases of chronic prostatitis there 
were changes around the internal urethral ori- 
fice and changes in the bladder were noted 
as well. One patient (No. 18) of these five 
had been sent in as a neurasthenic. Upon 
cystoscopic examination both lobes of the pros- 
tate were seen projecting into the bladder, 
and a mild degree of cystitis was also present. 
A varying degree of cystitis was present in 
all of the cases; trabeculization of the bladder 
occurred in one case (No. 31). This case 
showed, beside trabeculization of the bladder, 
a trigone cystitis of velvetry character, and 
the internal urethral orifice was slightly 
edematous. In the velvety area of the tri- 
gone, about half an inch posterior to the in- 
ternal urethral orifice, and in the median line, 
was to be seen a rounded elevation, about 

.the size of a pea; the upper portion is trans- 
parent, the base contains no vessels. This 
was inferred to be a chronic edema upon an 


1 
Pp 
tl 
| 
te 
fe 
uy 
j 
ul 
ar 
of 
is 
co 
tre 
cy 
of 
tro 
ur 
liz 
ob 
pr 
see 
str 
co! 
sec 
lon 
tin 
ma 
cys 
] 
wa 
thr 
the 
the 
wa: 
sho 
bull 
inte 
whi 


inflammatory base (not an edema bullosum). 

Hugh Young says that in some cases of 
chronic prostatitis a definite median bar is 
present, and that these cases may be accom- 
panied by résidual urine and trabeculization of 
the bladder, just as in any other obstructive 
condition. 

There are undoubtedly a good many patients 
who are looked upon as neurasthenics, or of- 
ten designated as cases of nervous irritability 
of the bladder, in whom the true state of af- 
fairs would quickly and positively be cleared 
up by massage of the prostate or a cysto- 
scopic examination. 

Whenever an cbstruction to the outflow of 
urine is present, it necessitates an increased 
amount of work on part of the muscular coat 
of the bladder wall, just as a pyloric stenosis 
is followed by hypertrophy of the muscular 
coat of the stomach. This results in hyper- 
trophy of the muscularis and produce the 
cystoscopic picture known as trabeculization 
of the bladder. This compensatory hyper- 
trophy is very beautifully seen in cases of 
urethral strictures. The degree of trabecu- 
lization is dependent upon the duration of the 
obstruction. In the early stages only a slight 
prominence of the muscle bundies may be 
seen, which completely disappears after the ob- 
struction is overcome, so that no trace of the 
condition can be seen at a subsequent cysto- 
scopy. If the obstruction continues for a 
longer period of time, the trabeculization con- 
tinues, so that finally pockets or diverticula 
may be seen. Sooner or later the picture of 
cystitis is added to that of the trabeculae. 

In five of the six cases of stricture, cystitis 
was present. Trabeculization was present in 
three cases, and nothing was mentioned of 
the presence or absence of this condition in 
the remaining three cases. Case No. 19, who 
was cystoscoped after an external urethrotomy, 
showed the interesting picture of an edema 
bullosa. The mucous membrane around the 
internal urethral orifice is very fluffy, has a 
white color, and is almost transparent. The 
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orifice is very irregular in outline, and there 
were seen the presence of small vesicles filled 
with fluid. 

In four cases both prostatitis and strictures 
were present. All cases showed edema of the 
internal urethral orifice. The internal ure- 
thral orifice showed very marked irregularity, 
so that the normal smooth thin delicate out- 
line was replaced by one of great irregularity. 

One patient (Case 65) who had been re- 
cently operated upon for a stone in the bladder 
(first operation, perineal section without re- 
moval of the stones; second operation supra- 
pubic cystotomy) entered the hospital with 
two fistulae. The suprapubic opening was 
very wide, freely admitting the cystoscope, so 
that it was possible to do both a cystoscopy 
through the urethra as well as through the 
suprapubic fistula. 

The regular cystoscopy was carried out by 
introducing about six ounces of sterile water 
into the bladder, during which time and until 
the examination was completed the edges of 
the suprapubic wound were held together. A 
very severe degree of cystitis was seen ex- 
tending into the bas fond. Both ureteral ori- 
fices were elevated and gaping, situated at 
the end of the interureteric ligament. The 
view of the left ureter is partially obstructed 
by the trigone cystitis. 

On account of the perineal wound, a metal 
catheter was introduced into the bladder. 
Through this sterile water was introduced into 
the bladder until ‘it flowed out of the supra- 
pubic fistula and then the cystoscope vas in- 
troduced through the suprapubic fistula. 

Suprapubic cystoscopy. The metal catheter 
can be seen very plainly coming out of the 
internal urethral orifice. The entire trigone 
is fluffy. The lateral walls and the posterior 
wall show only the slightest trace of cystitis. 
Here and there normal areas of bladder mu- 
cosa were seen. Slightly to the left of the 
median line a great irregularity of the internal 
urethral orifice is to be seen, which may be 
due to the trauma of the previous operation. 
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The lower end of the suprapubic incision ex- 
tends almost to the internal urethral orifice. 


One case (No. 51) showed only, the pres- 
ence of an edema of the internal urethral 
orifice. The patient returned to the hospital 
for a cystoscopic examination, on account of 
some increased frequency of urination. Sev- 
eral years ago, Dr. L. E. Schmidt performed 
a left-sided nephrectomy for stone. This 
case gave us an opportunity to study the left 
ureteral orifice, which cystoscopically appeared 
normal, with the exception that there were no 
ejaculations. The internal urethral orifice 
shows the presence of a peculiar grape-like 
formation, which contain no blood vessels. 


The condition of the above-described ureter 
is often called a dead ureter, on account of its 
inactivity, due in this case to the absence of 
the kidney. Great care should be exercised, 
however, in diagnosing a dead ureter, simply 
from the fact that one cannot see ejaculations 
of urine. It may be due at times to a nervous 
inhibitory mechanism, resulting in 4 temporary 
cessation of kidney activity. To advise a 
nephrectomy under these conditions would be 
a serious error, and should never be done un- 
less resort has been made to all other diag- 
nostic methods and resorting even to the use 
of anesthesia in the cases of young and bashful 
girls. 

Organic lesions of the central nervous sys- 
tem may first show their presence by symptoms 
referable to the urinary bladder. The sub- 
jective symptoms may vary. At times, and 
especially in the beginning, symptoms of irri- 
tation at the neck of the bladder may be pres- 
ent. After the subsiding of the symptoms of 
irritation, the only complaint may be the in- 
ability to completely empty the’ bladder. In 
some patients their first and only complaint 
may be a loss of urine at night, whereas other 
patients complain of sexual symptoms only. 


In lesions of the central nervous system and 
especially in those cases of tabes associated 
with bladder disturbances, a striking picture 
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is seen upon cystoscopic examination, namely, 
“the presence of a trabeculated bladder in the 
“absence” of any obstruction to the urinary 
outflow,” such as are usually associated with 
trabeculization of the bladder—due to increas- 
ed frequency of urination, namely, enlarge- 
ment of the prostate or urethral strictures. In 
the early stages the only cystoscopic finding 
may be an increased vascularity or a hypere- 
mia to account for the urinary symptoms. 

In case No. 28 a generalized trabeculiza- 
tion of the bladder was seen, being especially 
marked in the bas fond. The pupils reacted 
but faintly to light, and the knee jerks were 
much diminished. 

There were two cases of  cerebro-spinal 
syphilis showing trabeculization of the blad- 
der. Case 6 entered the hospital on account 
of dribbling of urine at night. Cystoscopically, 
well-marked trabeculization of the bladder was 
seen. Case No. 20 showed a slight degree of 
trabeculization of the bladder, although his 
symptoms (incontinence of urine and feces) 
were only of a few weeks’ duration. 

Not every case in which a trabeculization of 
the bladder occurs is to be looked upon as 
tabes, as is shown in these two cases of cerebro 
spinal lues. 

In writing on the subject of trabeculization 
of the bladder in tabes, Frankl-Hockwart says 
that similar conditions were found in a case 
of psammom of the dura, in a case of syr- 
ingomyelia and three times in injuries to the 
cord. 

Only one case in this serigs could be looked 
upon as a true neurosis of the bladder, this 
occurred in case No. 42. The patient’s only 
symptom was increased frequency of urina- 
tion. It goes without saying that before the 
diagnosis of a neurosis can be made it is not 
only necessary to examine a patient cysto- 
scopically but all other possible causes of in- 
creased frequency of urination must be ex- 
cluded. It not infrequently occurs that because 
the cystoscopic examination is negative, and 
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the patient complains of increased frequency 
of urination, a diagnosis of a neurosis of the 
bladder is made, and in whom a seminal vesi- 
culitis, hemorrhoids, or some other condition 
is found which may explain the bladder symp- 
toms. 

I wish to take this opportunity to thank Dr. 


(4) 


Louis E. Schmidt for his having placed the 
clinical records of these cases at my disposal, 
as well as for his many valuable suggestions 
and his interest taken in carrying out the 
work. 


413 Sedgwick Street, Chicago. 
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HEMATURIA OCCURRING IN A CASE OF CHRONIC APPENDICITIS. 


H. A. ROYSTER, A. B., M. D., RALEIGH, N. C. 


The matter of hematuria as a complicating 
factor in appendicitis has been so recently 
and so clearly gone over by Selig (1) that one 
must feel content simply to report a case pre- 
senting these features: 


P. H., male, age 28, of Durham N. C. 
Eighteen months ago had a severe attack of 
typhoid fever, being confined for over three 
months. During the period of convalescence 
he was suddenly seized with pain in his right 
side just below the ribs and in his right loin. 
The diagnosis then made was gall-bladder in- 
fection and he was taken to a hospital for 
operation, but the condition improved and the 
operation was not done. He has had this 
pain more or less continuously ever since. 
There has been no other sharp attack—just 
a “soreness in the side,” a dull ache, which 
remains in the same spot behind. On four 
different occasions he has passed bloody urine 
at intervals of three or four months, but none 
for the past several weeks. He has noticed 
that his urine always contains sediment. Last 
month he had to give up his work as a rail- 
way conductor. 

Examination—August 22, 1908. <A de- 
cidedly sensative spot was found in the right 
lumbar region. The appendix was _ tender, 
the cecum thickened and adherent. No signs 
of gall-bladder inflammation were present. 
Urinalysis: specifle gravity 1028, reaction 
acid, urates present, leucocytes abundant, red 
cells very few, epithelial cells from bladder 
and pelvis of kidney present. No X-ray ex- 
amination was made. The diagnosis was en- 
tered as chronic appendicitis with probable 
renal calculus. 

The patient returned home the same day and 
came back on September 3, 1908. During his 


(1) Annals of Surgery, September, 1908. 


absence he noticed that the loin pain became 
gradually better and that the suffering in the 
right iliac region was increasing. His physi- 
cian had given him urotropin and alkaline 
diuretics. The urine on September 4th show- 
ed a specific gravity of 1016, faintly acid 
reaction, with a normal number of leucocytes 
and a very few red blood cells. 

Nineteen days afterward the patient again 
presented himself and stated that he was ready 
to have something done to give him permanent 
relief. 

Operation, September 23, 1908, at Rex 
Hospital. (a) The kidney was first explored 
through an oblique incision in the loin. After 
delivering this organ, it was opened trans- 
versely midway of its convex border, a plan 
which was found to have certain advantages 
over the usual longitudinal splitting of the 
kidney. No stone was found. The capsule 
was then stripped, the kidney closed with cat- 
gut and returned to its bed, while the lumbar 
incision was sutured and drained. It was 
distinctly noticed in delivering the kidney that 
it came up with great difficulty, that it seemed 
to be firmly held in front by peritoneal at- 
tachments. (b) The young man was placed 
on his back and one and one-half inch McBur- 
ney incision made in the right iliac region. 
The appendix—very short (only one-half 
inch) and with thick walls—was found be- 
hind the cecum, plastered tightly against the 
right kidney and was brought up after some 
tedious manipulation. Removal of the appen- 
dix was accomplished without especial diff- 
culty. The kidney through its whole length 
was adherent to the parietal peritoneum; and 
the ascending colon, including the cecum, was 
also fixed to this membrane, so that the effect 
was a direct adhesion of kidney to bowel, 
with the appendix curled up between them. 
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SOME REMARKS ON MUCOUS COLITIS. 


BY GEO. M. NILES, M. D., ATLANTA, GEORGIA. 


Alexander Pope did not have this interest- 
ing condition in mind when he wrote 


“Who shall decide when doctors disagree, 
And soundest casuists doubt, like you and 
me?” 


but well he might, had he lived two hundred 
years later. 

In looking up the literature, one is amazed 
at the divergent views as to the etiology and 
management held by diligent students and 
competent observers. 

It is fairly well agreed that most cases occur 
in nervous, neurasthenic, hypochondriac, or 
hysteric individuals. 

According to Litten 90 per cent. are women. 
Einhorn and Kitiwaga place it at 80 per cent. ; 
Hemmeter 75 per cent., and Von Noorden at 
about 65 per cent. 

Most cases occur between the ages of twen- 
ty and forty, though Boas records one in a 
girl of two years. R. Gifford claims it to be 
not uncommon among the neuro-arthritic chil- 
dren of the rich. 

Mathieu considers it a hyper-secretion of 
mucus in patients of neuro-arthritic type, who 
suffer more or less from enteroptosis. 

_Glenard ascribes it mostly to a _hepatosis 
leading to vascular tension in the liver, which, 
by diminishing the secretion from the mucous 
membrane in the intestine, favors the precipi- 
tation of mucin by the acids abounding there. 

Roger and Tremolieres claim to have traced 
the cause to the liver. According to Roger the 
coagulation of blood, milk, etc., is accomplished 
by an enzyme, which he has named mucinase. 
The prevention of this coagulation in health is 


effected by a third agent, an anti-coagulant, 
which is a normal constituent of healthy bile. 
Now, when the functioning of the liver is in- 
terfered with by a ptosis of the abdominal vis- 
cera, including the liver, the production of 
this anti-coagulant is interfered with, and the 
abnormal accumulation of mucus begins. 

Nopper and Riva assert that under such 
conditions there are at the same time an in- 
crease of mucinase and a decrease of the anti- 
coagulant. 

Geoffroy thinks that the secretion of mucus 
is brought about by spasms of the musculature 
of the large intestine, while Butler writes it 
simply as a manifestation of hysteria or neu- 
rasthenia affecting the follicles of the colon, 
and calls it a secretory intestinal neurosis. 

Von Noorden considers it a neurosis due to 
innervation of the intestine, especially the col- 
on, and nearly always associated with consti- 
pation. 

Boardman Reed describes it as being most 
often caused by prolonged constipation, de- 
pendent on long-standing chronic intestinal ca- 
tarrh of the ordinary form, though of mild 
degree. 

J. P. Tuttle does not lay much stress on the 
neurotic element in discussing the etiology, 
but considers mucous colitis due mostly to 
fermentative or irritative processes in the in- 
testines, or, as he expresses it, to organic 
causes. 

I could thus continue indefinitely recording 
views, many of which are more ingenious than 
practical, but I believe the causation may be 
briefly stated as a faulty functioning of the 
follicles in the colon due to lowered nerve tone, 
and generally associated with a neurotic tem- 
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perament, a constipated habit, or a uric-acid 
diathesis. 

Pathology—Not many postmortems have 
been available, but enough have been recorded 
to place the findings in two classes. In one 


no changes were observed in the intestinal wall. 


Rothman had under observation for nine years 
a patient who had characteristic attacks of 
pain and passage of “fibrinous masses.” With 
the exception of a lacerated perforation of 
the duodenum, which led to fatal peritonitis, 
Ruge, who made the autopsy, found “nothing 
abnormal, despite careful examination of the 
whole intestinal tract.” 

In another patient under the care of Osler, 
who gave a long history of mucous colitis, and 
who died of meningitis, membranous mucous 
masses were found in abundance in the as- 
cending colon, but no signs of colitis past or 
present were discoverable. 

On the other hand Tuttle has observed a 
hypertrophic condition of the intestinal glands, 
veins more or less dilated, and the epithelial 
cells undergoing fatty degeneration. _ 

Nothnagel divides the pathology into two 
forms: the first, where there are no appreciable 
pathologic changes, into mucous colic; and, 
where the changes are evident, into mucous 
colitis. In the latter class there can always be 
demonstrated a certain amount of enteritis, 
and, I might add, that most observers at pres- 
ent are inclined to consider the latter the rule, 
and the former the exception. 


Let us now describe the symptom-complex 
presented. 

The patient generally gives a history of di- 
gestive disturbances, which have appeared at 
irregular intervals for quite a while. Many 
of them mention “nervous dyspepsia” or 
“cramps of the stomach.” There is often an 
aching in the supra-pubic region before the 
bowels move, followed by ease after a good 
evacuation. Generally there is constipation, 
with occasionally diarrhoea, white coating on 


the tongue, and poor circulation, with its at- 
tendant susceptibility to colds and drafts; 
a muddy complexion, frequent lassitude, and 
a pessimistic mental attitude. Insomnia is a 
common symptom. On palpation of the ab- 
domen nothing abnormal may be found, or 
there may be discovered some tenderness in 
the line of the colon. There is a ptosis of the 
abdominal viscera in many cases, with a re- 
laxation of the abdominal walls. 

The most prominent symptom, however, is 
pain, paroxysmal in character, coming on dur- 
ing a period of constipation, accompanied by 
griping, and followed by the passage of small 
of large quantities of mucus. These mucus 
discharges vary in character. Sometimes 
there is an immense discharge of mucus alone; 
it may appear on the surface of apparently 
normal feces; it may take the form of tubular 
casts of the intestines, membranous shreds, or 
mucous plates resembling tapeworms. 


At times the mucus is loose, lumpy and 
glairy, and passed with comparatively little ef- 
fort. Again it may appear in tough, dry and 
solid masses, following the most violent at- 
tacks of intestinal colic. 


The amount of the pain depends also on the 
temperament of the patient, though it is hard- 
ly necessary to mention that this trouble is 
rarely seen among those of a phlegmatic dis- 
position. 


If the feces be suspended in water, the mu- 
cous masses can be easily separated, and they 
can be distinguished from undigested particles 
of tendon, muscle, fascia, or vegetable or ani- 
mal epidermal structures. 


Microscopically we find a clear hyaline 
matrix, becoming cloudy on addition of acetic 
acid. In this matrix we discover columnar 
epithelium in all stages of degeneration, triple 
phosphates, plates of cholesterin, and detritus 
from the feces. There is a small number or 
total absence of leucocytes. Other microor- 
ganisms are not found in greater numbers than 
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in health, except where a decided catarrh is 
present. 

It is a generally accepted fact that bacterial 
affections of the colon bear no etilogical re- 
lation to mucous colitis. 

Should blood be admixed with the mucus, 
it would point to an ulceration or traumatic 
lesion of the intestinal wall. If the blood is 
fresh and bright it would indicate trouble low 
down in the canal, but if it is dark or clotted, 
higher up. 

Care should be exercised in looking for 
hemorrhoids as a possible source of the blood. 
Bear in mind also that while one or more 
polypi may cause much tenesmus, and perhaps 
some blood, there will not be much mucus 
in evidence. 

The importance, therefore, of a careful ob- 
servation of the feces and mucous discharges 
cannot be overestimated. 

Treatment.—This resolves into two divis- 
ions: treatment of the acute attack, and treat- 
ment later of the general condition of the pa- 
tient. 

When called in during an attack, measures 
should be promptly instituted to relieve the 
pain and intestinal spasm. A hypo. of mor- 
phine, or a suppository of ext. opium and 
ext. belladonna should be given, and repeated 
in an hour if needed. The sufferer being in 
bed, hot applications, such as flaxseed-meal 
poultices, hot wet compresses, or turpentine 
stupes should be applied to the abdomen, while 
repeated flushing of the colon should be re- 
sorted to, thereby hastening the removal of 
the offending accumulation of mucus. Use 
no soap nor glycerine in the irrigation, though 
the addition of a little salt (one-half drachm 
to quart) will be found most soothing. 

After the most acute symptoms have sub- 
sided, the injection of a half-pint or pint of 
cotton-seed oil or sweet oil will soften up and 
aid in the removal of any hardened or adhe- 
rent mucus. 

The attack of colic being relieved, it is 
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next in order to institute such procedures 
dietetic, hygenic and medicinal as will prevent 
a recurrence. 

Von Noorden recommends giving much 
cream and. fat, and a coarse laxative diet, in- 
cluding grains, legumens, and other vegeta- 
bles containing plenty of cellulose. The breads 
should be such as graham or corn bread, as 
they leave a large proportion of husks to fill 
up the bowels. Fruits with small seeds or 
thick skins, as currants, raisins, grapes or 
prunes may also be allowed. 


On this diet the stools become abundant, 
soft, and unirritating to the intestinal mucosa, 
and in consequence the reflex secretion of 
mucus soon ceases. ; 


This diet is, of course, not suitable where 
an enteritis, or a true colitis exists, and modi- 
fications will have to be made accordingly, 
these last mentioned troubles being quite dif- 
ferent from neurotic mucous colitis. 


When the patient is first put on this liberal 
diet there is often some disturbance for a 
few days. It is best, for this reason, to keep 
him in bed for a short while, using hot appli- 
cations to the abdomen, massage, and, if nec- 
essary, an occasional suppository of opium 
and belladona. In the great majority of in- 
stances in three or four days the pains will 
cease, and the mucus will either disappear, or 
be soft and glairy, showing that it was re- 
cently secreted. 


Free irrigations with warm water should 
be practised every alternate day. I much pre- 
fer the Kemp recurrent tube to the high colon 
tube. In this way there is no accumulation of 
feces or mucus allowed. 


Saline cathartics are not only valueless, but 
are often baneful in their action. 

In some cases vibration over the colon will 
yield an almost magical effect. 


Measures to build up the general health, and 
overcome the neurasthenia are the same as in 
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other neurasthenic conditions, and need not be 
discussed here. 

Dr. Tuttle, in an able article published in 
the New York Medical Journal, May 1907, 
recommends that if, after a fair trial of dietetic 
and medicinal measures, a speedy relief is not 
obtained appendicostomy be performed. 

In a somewhat full experience with this 
condition, the writer has not, as yet, had to 
resort to this operation. 

Dr. G. A. L. Reed, of Cincinnati, also 
favors the view of Dr. Tuttle, as evidenced 
by a late report in the Journal of the A. M. A. 


Dr. Geo. H. Noble, of Atlanta, has operated 
on twenty-three cases during the past two 
years, effecting an anastomosis between the 
lower portion of the ileum and the sigmoid 
flexure, thereby diverting a part of the fecal 
current, and keeping the colon well drained. 
His results so far have been satisfactory, and 
will be reported by him at an early date. 

At present there are under my observation 
two patients, on whom is being used an ex- 
tract of bile, as recommended by Nepper and 
Riva, but the treatment has not been in prog- 


ress long enough to draw any conclusions as 
to its efficacy. ° 

As in many other neuroses better results 
can generally be obtained in a sanitarium, but, 
where this is impracticable, the judgement and 
tact of the physician will have to be exercised 
to the uttermost. 

Many earnest workers are focusing their 
efforts towards a solution of this vexed ques- 
tion so we may confidently hope to soon see 
it cleared up, to the great satisfaction of these 
sufferers, and to the credit of the medical pro- 
fession. 

409-410 Candler Building. 
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Provisioned upon the fact, potent in point 
to much that must make us assumedly confi- 
dent, and that implies unmistakable hope in the 
effort of doing, is Caesarian section to be un- 
derstood and appreciated. In its performance, 
either first before labor has begun. or at its 
beginning,. offers practically the only chance 
of life and health to both and a viable child 
that the .conservative operative procedures 
have never recorded. Truthfully, there,is no 
risk to the child’s life, and in any condition 
of contracted pelvis, be the child’s condition 
as it may, an aseptic uteropomy happily adds 
to the security and health of both. This is a 
chief argument and essential to its recom- 
mendation sustained, as it is, by every ob- 
server of note. 

In primapare with contracted pelvis this 
procedure should replace the “obstetric oper- 
ations,” and is with a showing in a_ statis- 
tical way that leaves no doubt as to its hu- 
manity and satisfactory benefit. Whilst the 
condition of placenta praevia of central im- 
plantation with viable child or in eclampsia 
occurring in first pregnancy near term with a 
roomy pelvis, an advised intelligence should 
outline our efforts, as no definite rule can be 
given in guidance. Even with modern asepti- 
cism the limit of operative work should be 
measured by trauma. Verily, resistance limits 
and encourages our efforts and the minimiz- 
ing of life’s expenditure secures the goal of 
success. The “obstetric operations,” particu- 
larly in the last named conditions, must be 
worthily considered if healthy results are to 
be made responsive and some life is to exist 
as a result. 

In the doing of or indications for, from a 
mere standpoint of pelvic measurement, it must 
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CAESARIAN SECTION THAT MUST BE ELECTIVE. 


BY J. D. BLOOM, M.D., NEW ORLEANS, LA, 


be remembered that this is only one-half of 
the problem, as in the instance of a conju- 
gate of but two. inches, the warrant for oper- 
ation would be absolute, but between two-and 
one-half and three it would be difficult to clas- 
sify the indications. Learning the relative 


-proportions existing between foetal and pelvic 


calibre is the method alone of determining 
the.dimension. indications for the operation. 

Symphsiotomy at best has a limited possibil- 
ity, and it is said that a separation of at most, 
of the pubic bones, not more.than two and 
three-fourths inches is permissable. Beyond 
this a separation involves risk to the bladder, 
vaginal walls and sacre-iliac joints as to make 
the procedure extremely dangerous. In truth, 
it is questionable whether symphsiotomy should 
ever be performed, in that the disaster, if it 
occurs, is unseen and unremediable amidst lym- 
phatics and vessels, the parent trunk of which 
does not present. The provisions of symph- 
siotomy have no place here; enough it is that 
we know the effects that have resulted from 
this procedure. We know it as an inhuman 
doing in that the procedure gets beyond the 
operator’s control. By whatever verbiage man 
may express methods, the one word “Asepais” 
expresses the success in the well-timed and 
purposed Caesarian Section Succinctly. It 
allows of perfect aseptis, minimum trauma and 
the life of both. 

The Sanger, Bar and Fritsch uterine incis- 
ion, in addition to bringing the uterus 
out of the abdominal cavity previous to the 
incision, the anterior or Robb method of deal- 
ing with the omentum are practically the es- 
sentials to the perfect detail and low mortality 
rate. The deaths that have been reported were 
of operative sepsis and did not exceed five per 
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cent., the normal labor births, in the children 
that were born were not exceeded. When 
the mortality rate of Symphsiotomy, Eviscrea- 
tion, Craniotomy, and their associated trauma, 
not even mentioning the life’s annihilation 
that it means are recalled, conscience should 
have us consider. The scrutiny of a long hos- 
pital experience recalls several decomposed 
and macerated foeti that were thus removed, 
through no special selection in the method of 
doing. A case of special interest and delight 
that I have to very recently record is that of 
Mrs. I., seen with Dr. John Laurens, in the 
month of March of the present year. She had 
been in labor since early morning of that day. 
Dr. Laurens appreciated the infantile pelvis 


that existed and counselled with me the method 
that was pursued. The family was of intelli- 


gent people and readily yielded. With such 


interval for removal to the Hotel Dieu, and 
preparation that involved a comparative short 
space of time, the operation was done and a 
child weighing nine and one-half pounds, alive 
and lusty, was born. 

The mother’s convalescence was uneventful 


and she was returned home at the end of the - 


second week. In this the Sanger operation 
was performed, the uterus being lifted out of 
the abdominal cavity, the greater omentum 
stitched anteriorly after removal of both 
ovaries, and, as the French say, “Laissez 
faire.” 
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WILLIAMS: CHRONIC APPENDICITIS. 


A REVIEW OF CASES OF CHRONIC APPENDICITIS.* 


With Especial Reference to Associated Digestive disturbances. 


ESPY M. WILLIAMS, M. D. 


Surgeon to St. Mary’s Hospital, Patterson, La. 


Our records show that during the past fif- 
teen months ( to January 1, 1909) there were 
forty-one operations done on the appendix. 
These are to be divided as follows: 2 cases of 
acute suppurative perityphlitis; 14 of chronic 
appendicitis, in various forms to be enumer- 
ated later; and 25 in which the organ was 
removed as an incident in operations for other 
causes, and in which the appendix itself was 
not apparently diseased. The 14 cases of 
chronic appendix are divided as follows: 3 
of Fibroid Degeneration; 1 of Obliterative 
Appendicitis following one acute attack; 4 of 
Peri-Appendicitis, in two of which the organ 
was adherent to the right uterine adnexae; 
3 of Relapsing Appendicitis with adhesions, 
in 2 of which a small intramural abscess was 
present; and 3 of Appendiceal Colic. 

Both of the acute pus cases mentioned were 
based upon old lesions which had gone un- 
recognized. In one of these the patient was 
a frequent sufferer from attacks of what had 
been considered acute indigestion. In the other 
the appendicitis followed shortly upon an at- 
tack of typhoid fever, which latter had its 
onset with some localizing signs in the right 
iliac fossa; and the patient gave a history of 
having suffered during five or six previous 
years from chronic indigestion and “bilious- 
ness,” with occasional seizures of what were 
thought to be intestinal colics. In the first 
of these the pus was at operation free in the 
cavity. The appendix subsequently came away 
in the pus. Recovery here was somewhat 
retarded by a deep abscess which subsequently 


ruptured into the rectum and healed spon- 
taneously. The patient had since (one year) 
had no attacks of “acute indigestion.” In 
the other pus case the infection was localized 
and was evacuated through an incision mainly 
extraperitoneal. The appendix was _ not 
searched for and did not come away later. For 
five months the patient was free from any 
inconvenience, but has recently had recur- 
rence of his old “indigestion” which we ex- 
pect to relieve by removal of the appendix. 
These two cases are detailed here, notwith- 
standing the caption of the paper, owing to 
the undoubted antecedents of chronicty in 
both. 

In the 14 chronic cases the duration of symp- 
toms was from 11 years in the longest to 4 
months in the shortest of the histories. His- 
tory of an acute attack was elicited in 4 and 
in 1 there was a history of a one-week attack 
of typhoid fever, which was doubted. In the 
remaining 9 cases there was no obtainable 
history of any previous inflammatory attack. 

McBurney’s incision was used in 2 cases; 
a low muscle-splitting incision in 2; Battles’ 
incision in 5; median incision in 4 and Pfan- 
nensteil in 1. 

The appendix was sub-cecal in 2; to the 
inner side in 8; pelvic in 2; pointing upward 
and inward under the liver in 1; and to the 
outer side of the cecum in 1. 

The technique of removal varied. In 1 the 
organ was removed together with the right 
tube and ovary. In 2 it was necessary to 
divide it at its base and shell it out of its 


* Read before the Attakapas Clinical Society, Crowley, La., January 16, 1909. 
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serous coat. There was nothing of note in 
any of the remaining 11. The treatment of 
the stump in 13 cases was by catgut ligature, 
touching the stump with carbolic acid and in- 
version with purse-string of celluloid linen, 
using the long end of this latter in reinforc- 
ing the pucker in the cecum and in whipping 
over the divided mesenterolium. In 1 case 
the caput was so covered by new tissue at 
the point of origin of the appendix that a 
purse-string would not have been safe. In 
this instance Fowler’s method was used. 

Cigarette drainage was used in 2 cases, in 
both of which a small intramural abscess was 
ruptured at the time of operation. The length 
of time consumed at operation was 1 hour 
10 minutes in the longest and 12 minutes in 
the shortest cases; an average of 32 minutes. 
There were no deaths in the series. 

The length of time during which patients 
remained abed after operation varied from 12 
days in the longest to 48 hours in the shortest 
instances. Ether was the anaesthetic used 
(as, through choice, it is in all work here). 
Recoveries were uneventful, and unaccom- 
panied by pain, tympany or any other of the 
post-operative inconveniences too frequently 
met with. This is a point which leads to the 
digression of a moment, to speak of prepar- 
atory and post-operative treatment; which is 
without doubt responsible in a large degree for 
the comfort after operation in, what may be 
termed, these “elective” cases. Patients are 
put to bed only the night before operation and 
are given a dose of castor oil, in amount from 
one to two ounces. This is all the purgation 
they get. Enemas have not been necessary. 
A full diet is given up to the morning of oper- 
ation, absolute starvation except for some nu- 
tritive elixir and plenty of water beginning 


after supper the night before. Stimulation 


by strychnine or digitalis has thus far not 
been necessary in any case. 

After operation in cases in which many 
adhesions have been found small doses of cal- 
omel are begun at the end of 12 hours and 


peristalsis is constantly encouraged, with the 
hope of lessening the reformation of adhe- 
sions. There is no danger of rupture at the 
appendiceal point in these cases, and, so far 
as we can see, peristaltic rest is not indicated. 
Except in those cases where adhesions have 
been found we do not as a rule give a purga- 
tive after operation. The bowels usually move 
spontaneously in a few days, four or five at 
most. If this does not occur, or if the patient 
complains of any slight discomfort due to con- 
stipation, a saline and an enema are admiin- 
istered. Codeine has always relieved the 
slight wound pain always felt, and bromide 
of potash or soda has induced rest and quiet 
in nervous patients. In no case thus far oper- 
ated on has morphine been necessary. 

Except where absolutely contraindicated, in 
this as well as in all other of our abdominal 
work, semi-solid food is given as soon as pos- 
sible (usually in thirty-six or forty-eigh' 
hours) after operation. A slop diet will im- 
crease tympany and delay convalescence 
Meddlesome nursing (overnursing) is not al- 
lowed. In other words without, of course, los- 
ing sight of the gravity of these operations per 
se, we aim as nearly as possible to consider 
them simply as incidents following in the or- 
dinary course of events, the patient being dis- 
turbed from his customary routine as little as 
possible. 

Iodine catgut is used throughout except in 
the serous suture where Pagenstecher linen 
in used. In patients with heavy abdominal 
walls two or three catgut sutures relieve ten- 
sion. 

The point of greatest interest in these chron- 
ic cases has been the persistent “dyspepsia” 
from which all patients were sufferers prior 
to operation, and the almost surprising com- 
pleteness of cure which has followed removal 
of their appendices. In cases 1, 2 and 3 (as 
grouped, not in order of operation) the organ 
had undergone fibroid degeneration. There 
was no history of an acute attack in either of 
the three. 
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The symptom-complex of the indigestion was 
irregular, the three most marked symptoms, 
common to all, being frequent attacks of flat- 
ulence with the distension most pronounced in 
the right iliac region and along the entire right 
side; loss of weight and an increasingly stub- 
born constipation. In one of these there was 
epigastric discomfort and burning ; in the other 
two the flatulence was accompanied by diffuse 
abdominal soreness. There was gradual loss 
of appetite in all, with occasional nausea. In 
none of these three cases was there any ten- 
derness over the appendix itself, the spot of 
greatest sensitiveness being to the right of and 
slightly below the umbilicus. In two there 
was a frequently recurring sense of discomfort 
in the appendiceal region; in one this sign was 
absent. 


In case 4 an acute seizure had occurred 
seven years before. There was a persistent 
flatulent dyspepsia with such marked disten- 
sion in the right iliac region that when the 
patient was first seen she gave the appearance 
of having a large tumor in this situation. 
Constipation was most obstinate. There was 
diffuse soreness over the entire abdomen at 
all times. No nausea, nor vomiting. At oper- 
ation the appendix presented an almost normal 
appearance. After removal its lumen was 
found to be obliterated throughout almost its 
entire length, being patulous only near the 
base for a distance of half an inch from the 
cecum. 


In cases 5 and 6 the symptoms were of the 
same order as in 4, though not so pronounced. 
In addition there was severe dysmenorrhea. 
In one of these the appendix was adherent to 
the right ovary; in the other, to the upper 
anterior face of the right broad ligament. In 
both these cases the symptoms were relieved 
by restoring the adnexae to as nearly normal 
condition as possible and removing the appen- 
dix. It was not possible in either case to 
decide whether the appendiceal lesion succeed- 
ed or antedated the pelvic inflammation. 


In case 7 there was a history of typhoid 
fever of one week’s duration, which had oc- 
curred one year previously. From the short 
duration of the symptoms and the sharp 
course of this seizure, its nature as stated was 
doubtful. The patient complained of gastric 
distress after eating, and occasionally between 
meals. There were frequent intestinal colics 
during which flatulence was annoying, and 
constipation was troublesome. She occasion- 
ally vomited her meals. At operation the ap- 
pendix was found adherent along the posterior 
with its tip near the liver. Its removal re- 
lieved all symptoms. 


Cases 8, 9 and 10 each gave a history of 
previous acute appendicitis. In 8 the first at- 
tack had taken place eighteen months previ- 
ously, and there had been three subsequent 
seizures of appendiceal pain with vomiting, but 
no temperature. Appetite had become uncer- 
tain; constipation had succeeded upon previ- 
ous regularity of bowels; flatulent dyspepsia 
was annoying and fourteen pounds weight 
had been lost since first illness. At operation 
a thick and congested appendix was found, 
adherent to the ileo-colic fold, and surrounded 
by a small amount of sero-sanguinous fluid. 
Fecal enteroliths were present. 


In case 9 the first attack had taken place 
six years before. There had been frequently 
recurring attacks of colic since, and a sharp 
inflammatory seizure two months before oper- 
ation. Indigestion, with flatulence and con- 
stipation, had been slightly troublesome dur- 
ing the past three years. There was but little 
loss of weight. At operation the appendix 
was found embedded in the retro-colic fossa 
and densely adherent. There was a very small 
intramural abscess situated near its base, which 
ruptured during delivery. In case 10 the first 
attack had occurred four months prior to oper- 
ation. Since this there had been no definite 
recurrence, but a constant sense of soreness 
in the appendiceal region. There was decided 
indigestion with loss of weight, but no con- 
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stipation, the bowels being irregular and the 
stools occasionally diarrheic. At operation 
the appendix was found to the outer side of 
the cecum and adherent to the peritoneum 
along the iliac crest. In this case also there 
was a small intramural abscess, situated near 
the tip of the organ. 

Cases 11, 12 and 13 had each had from time 
to time, attacks of appendiceal colic but never 
any inflammatory seizure. All suffered with a 
slight amount of tenderness over the appendix 
and there was flatulent dyspepsia in each with 
constipation in 2. In 1 constipation al- 
ternated with diarrhea of one or two 
days’ duration, beginning with the colic. 
The diarrhea in this case was of a lienteric 
character. The appendices in 11 and 12 were 
apparently normal but contained fecal enter- 
oliths. Enteroliths were also found in 13 and 
the organ was adherent by its tip to the peri- 
toneum covering the psoas-iliacus muscle. 

Case 14 had suffered from attacks of sub- 
acute indigestion since the age of 13 years. 
During the intervals she was never entirely 
free from abdominal fullness and discomfort. 
The appetite was good, but there was a dis- 
inclination for food owing to a knowledge of 
difficulties to follow. This would assume at 
times the form of a mild acute gastric indi- 
gestion with nausea and vomiting, the reflex 
ceasing after emptying the stomach; or, an 
hour or more after eating, there would be dif- 
fuse abdominal puffiness with soreness, and 
gurgling. No history could be obtained of 
any previous inflammatory attack, but at 
operation the densely adherent appendix gave 
its own testimony in this regard. In this 
case the findings were entirely accidental, 
there being no suspicion attached to the appen- 
dix, and the operation being undertaken for 
the relief of a retro-displaced uterus as a sup- 
posed cause of her trouble. 


As a cause of acute disease the role played 
by the appendix is hardly underestimated at 


this time. There can be no question, however, 
that too little attention is given to it as a 
cause of processes other than inflammatory, 
but nevertheless serious in their effects upon 
metabolism. Estimated as it roughly is, that 
fifty per cent. of digestive disturbances 
are of a medical nature and that the remain- 
ing fifty per cent. are surgical; with their 
causes principally divided between the appen- 
dix, the gall-bladder and the surgical lesions 
of the stomach itself; the appendix should 
command somewhat more of attention than is 
generally given it. Almost all of the cases 
enumerated above were treated medically from 
time to time and with no benefit so far as 
complete cure was concerned. In most of 
these the true underlying cause was arrived 
at without more than ordinary difficulty; in 
some it was accidentally discovered. The num- 
ber of cases is too small to have enabled us 
to determine just what symptom-complex to 
look for in making the diagnosis. As a rule 
we would expect this to be of an irregular 
character, with the majority of symptoms 
pointing to some intestinal derangement. The 
indigestion of food seems to aggravate most 
cases, though not all. Flatulence is a common 
symptom to all and constipation is the rule. 
Distension seems to be most noticeable in the 
right lower quadrant or along the entire right 
side of the abdomen and there may or may 
not be tenderness over the appendix itself. In 
no case has there been any rigidity. In the 
fibroid appendix -the tenderness is over the 
right lumbar ganglia and not over the appen- 
dix, which is situated at some distance from 
this point. It would appear that as in acute 
appendicitis the gastro-intestinal symptoms are 
in the main reflex, so in these chronic cases 
the symptoms are very much on the same 
order, though, of course, widely different in 
degree. It is from this point that we usually 
work. We would, on the whole say, however, 
that given the case of an individual otherwise 
healthy, who has for a longer or shorter time 
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complained of such symptoms as those above 
noted, especially if at any time prior to their 
onset he has suffered an abdominal crisis of 
any severity; and if, in addition, he has been 
treated medically by an attendant of capability 
and without avail, an exploratory operation 
would be advised, with the expectation of 
finding a diseased appendix. 

It is with the assurance that the disturbances 
that may be produced by the appendix on the 
gastro-intestinal canal and the general health 
of the patient are just beginning to be appre- 
ciated, that this subject is brought for discus- 
sion tonight. We must operate now much 


more frequently than heretofore in this class 
of cases, and many more most gratifying cures 
in abdominal surgery will accrue. 

We would submit, finally, that it is well 
for the operator to remove the appendix in 
cases deliberately operated upon with that 
point as a focus, notwithstanding the fact that 
the organ in the hand and under the eye does 
not appear to be diseased. It is the better 
plan to give to the appendix the benefit of the 
doubt, since oftentimes the disturbances pro- 
duced are disproportionate to the deductions 
that might be made from the degree of path- 
ological change. 
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To attempt to add to an article on “The Su- 
ture; Its Place in Surgery,” written by Dr. 
H. O. Marcy, “is almost to attempt to gild re- 
fined gold, to paint the lily.” The very emi- 
nence of the authority, however, should pre- 
vent his reference to Lord Lister as in 1870 
being an “obscure Scotchman” going unchal- 
lenged. This mistake is as frequently made 
as to regard Sir John Erichsen, Lister’s teach- 
er, as an Englishman. Erichsen was born in 
Copenhagen, and the old family home, Le 
Palair Erichsen, is pointed out as one of the 
places of interest in the Danish capitol. The 
mistake is made because the great work of 
Erichsen and his dresser was performed in 
their adopted countries. Joseph Lister was 
born in England in 1827. His father, J. J. 
Lister, was a wine merchant, but of eminen:ty 
scientific turn of mind. The year of the birth 
of his son, in connection with Hodgkin, he de- 
termined the diameter of the red blood cor- 
pucles and their tendency to run into rouleaux ; 
and “Lister’s Law of the Aplanatic Foci,” re- 
mains the guiding principle as the pillow and 
source of all the microscopy of the age. The 
son, Joseph Lister, was graduated in the liter- 
ary department of the University College in 
1847, and five years afterward qualified in 
medicine. Saturated with scientific heredity 
and a student and admirer of the physiolo- 
gist, Sharpey, it is not surprising that the 
spirit of investigation and experimentation 
was early infused into his mind, and 


_that his first paper, the year of his grad- 


uation, was upon the identicity of the mus- 
cle of the iris and involuntary muscular 
fibre. Having served his time, upon the ad- 
vice of his former teacher and friend, Sharp- 
ey, he went to Edinburgh “to take six weeks 
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of Syme’s clinic,” but remained six years, and, 
as Dr. Marcy has told us, married Mr. Syme’s 
daughter. He was called to tne Chair of 
Surgery in the University of Glasgow in 1860, 
but returned to Elinbuigh in 1804, as succes- 
sor to Prof. Syme, whe was stricken down by 
hemiplega and died about a year subsequently 
as the result of another seizure. When Syme 
was nineteen years of age lie had charge of 
Robert Liston’s dissecting room, but a quarrel 
with the great maste: kept him %ut of the 
Edinburgh Royal Infirmary for a number of 
years. In 1829 he opened a private infirmary, 
Minto House, with twenty-seven beds, and 
commenced teaching surgery and soon rivaled 
the Royal Infirmary :: popularity. It was 
here that he first divided the sterno-cleide- 
mastoid muscle in torticollis. 

In 1833 Syme agreed to pay Russell fifteen 
tinndred dollars a year to resign the chair of 
Clinical Surgery at the University, and was 
appointed to the vacancy by the Crown. About 
this time Liston and Fergusson went to Lon- © 
don and left Syme without a surgical rival in 
Edinburgh. With Lisbon he revived flap am- 
putation, first proposed by Lowdham, of Ox- 
ford, and shared with Fergusson the honor of 
reviving excision of joints, and is alone en- 
titled to the credit of originating, in 1842, the 
operation of amputation at the ankle joint that 
bears his name. He devised many mechanical 
instruments, performed external urethrotomy 
for the cure of callous or impassable stric- 
tures, and “demonstrated the function of the 
periosteum in repair of bone.” Upon: the 
death of his great enemy and cousin, Robert - 
Liston, he succeeded to the chair of surgery 
in the University College Hospital of Lon- 
don, but returned to Edinburgh before the end 
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of the year with a sentiment akin to the Geor- 
gia doctor who left New York and returned 
home because “not so big in the Metropolis, 
but hell on Pea Ridge.” Upon his return home 
he devoted much time to the treatment of ane- 
urisms. He was the first in modern times to 
incise, turn out the clot and tie each end of 
the diseased vessel in the carotid, axillary and 
iliac. Syme was polemical and a born contro- 
versialist, immensely popular with students, 
but disliked by his colleagues. His great 
friend and student, the author of “Rab and 
His Friends,” said of him: “He was almost 
always right in matter, sometimes wrong in 
manner.” When Syme was seventeen years 
of age he discovered the process of water- 
proofing cloth, which was afterwards patented 
by Charles Mackintosh. Upon the death of 
Sir William Fergusson of Bright’s disease in 
1877, Lord Lister reluctantly accepted the 
chair of Clinical Surgery in King’s College, 
London. Lister’s predecessor in London was 
anxious to become a lawyer, but after a two 
years’ trial discovered “that his ideas were me- 
chanical rather than argumentative.” Fergus- 
son left Edinburgh for London when he was 
thirty-two years of age. He was a thorough 


anatomist, a brilliant operator, and soon be- 
came the rival of Robert Liston and Aston 
Key. He was an uninteresting lecturer, not 
well informed about the work of others, and. 
his ideas of pathology were called archaic. 
On one occasion while lecturing upon caries 
and necrosis a student reminded him that his 
views varied from those of Niemeyer. Fer- 
gusson replied “Sir, Nehemiah was a gentle- 
man who wrote one of the books in the Old 
Testament, but I have yet to learn that he had 
views on caries and necrosis.” 


I should beg pardon for digressions and 
for this incomplete reference to these great 
surgeons, and I will not attempt to speak of 
the marvelous discoveries of the man who has 
divided surgery into two great periods, who 
has made the surgery of the past compare with 
the surgery of the present like the Indian dug- 
out to the Deutschland or the love warbling of 
the golden oriole to the symphonies of Men- 
delssohn’s wedding march, who has reached 
the realization of hope and desire, the ultima- 
thule of human endeavor, and the completion 
of a work that seemingly would exhaust the 
brain of a God—Baron Lister. 
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EDITORIAL 


CHANGE OF ADDRESS. 


We desire to call attention of subscribers, 
advertisers, contributors and correspondents 
to the recent change in the business manage- 
ment of the JouRNAL, and to the change of its 
address. The control of the JouRNAL is now 
in the hands of the Southern Medical Journal 
Publishing Company, 150 Fourth Avenue, N., 
Nashville, Tenn. There has been no change 
in the policy, and the JouRNAL will continue to 
stand for the highest possible ideals in medi- 
cal journalism. It was in keeping with this 
desire to continue the publication on the high- 
est plane that it became necessary to make it 
an independent business. None of the stock 
of the company is owned by non-medical men, 
so that there can be no clash between the busi- 
ness and scientific interests. 

The staff regrets that the above named 
changes have necessitated delay in the issu- 
ance of the April, May and June numbers, but 
with the July number the Journat will begin 
to come out on the 5th of the month as here- 
tofore. W. A. B. 


MODERN MEDICINE. 


The significance of the term “modern medi- 
cine” is a peculiar one. It has doubtless been 
used for generations and has been the watch- 
word of those teachers who wished to imbue 
their pupils with the spirit of progress, how- 
ever slow it may have been in their respec- 
tive times. Modern history calls to mind its 
antithesis, ancient history. Modern medicine 
is therefore likely to remind us that there was, 
centuries back, an ancient medicine far in- 
ferior to that taught us when we were medi- 


cal students, and Professor So-and-So told us 
of the wonderful progress made in recent 
years. Our love and admiration for that man 
were so intense we accepted his teachings as 
ultimate perfection and hold them so yet, 
whatever scientific storms may have swept 
them into nothingness. Modern  medi- 


cine is not the medicine and surgery taught. 


us by some man, however great, however 
skillful, forty, or twenty, or ten years ago. 
If it means that it is unsafe; it is intended to 
mean the medicine of to-day, now. The only 
thing aside from the fixed facts of the vari- 
ous departments the physician can get and 
keep of modern medicine is its spirit of prog- 
ress, the fact that what served a good purpose 
last year is surpassed by a more beneficial 
agent this year. I heard a great surgeon say 
that the reason he did not write a text-book 
on surgery was because it would be out of 
date before he could finish it. It is far easier 
to follow the established paths and to act in 
accordance with the teachings of an old text- 
book or a dead teacher than to keep abreast of 
the rapid strides by reading, no, studying the 
latest developments as they come to us in the 
journals and the associations. The spirit of 
modern medicine is to seize the facts of to- 
day and use them until better, greater, deeper 
facts come to take their place and be wel- 
comed. The former should be gladly laid 
aside. We must be careful, surely that what 
we accept is better than what we discard, but 
we should likewise be careful not to fail to be 
assured if the facts warrant it. 

Empirically much more has been gained 
than a knowledge of physiological action, 
though it be never so necessary to know that. 
In much of our pathology this physiological 
action of drugs has offered no direct curative 
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action, and whatever indirect value it may 
have had was very questionable. Consider in 
evidence the numberless drugs used against 
one disease produced by a specific cause. We 
go further than physiological action now, and 
although we do not know the chemical for- 
mulz with which we deal, we do know that it 
gives an effect direct or indirect, accomplished 
by a chemical agent capable of producing cer- 
tain demonstrable results. Let no one consider 
that there is an intention on my part to mini- 
mize the study or the use of materia medica 
and therapeutics ; on the other hand we should 
encourage them and push them a little fur- 
ther into the field of biological chemistry. 

It is a long time since diptheritic antitoxin 
came into use, yet a few lingering stragglers 
condemn it because it does not appeal to them, 
11 it does not appeal hecause they have taken 
no pains to assure themselves of what won- 
ders it has wrought, because, in a word, they 
accepted an ideal previously and remain un- 
willing to give it up. Five years ago we wait- 
el to diagnose syphilis until a general erup- 
tion occurred, and properly so; although we 
may recognize it early now by microscopical 
examination, have we profited by it and have 
our patients been blessed by the discovery of 
the spirochaete pallida? So of Wasserman’s 
reaction and the Roentgen rays. Tuberculin 
has made it possible for a diagnosis to be 
made early in tubercular cases, and positively 
in doubtful cases, and to offer in many a most 
satisfactory treatment. What shall we do 
with it? So of a long list we might continue 
to emphasize the proposition with which we 
started out, namely, that there is too much 
good coming to us month by month to be al- 
lowed to escape our serious attention. 


W. A. B. 


CLINICS FOR MEDICAL SOCIETU'S. 


When a few individuals become interested 
in anv particular subject they form a society 
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in order to facilitate their further study of the 
questions pertaining to the subject. So it 1s 
with medical men and their societies. But the 
existence of medical societies has become en- 
tirely too perfunctory. They lack the iife 
and interest of a living thing. A society well 
conducted becomes a substitute for the pust- 
graduate course of many physicians Papers 
will necessarily always occupy the greater part 
of the time of a given meeting, but clinics 
should be arranged for wherever it is possi- 
ble. Societies held in the larger cities can 
nearly always avail themselves of the advan- 
tage of a half day set aside for clinics. One 
case examined and thoroughly demonstrated 
is worth a dozen papers. This is a matter 
that all of our medical societies should take 
up. Clinical teaching is the ideal method for 
the practitioner, and if this feature should be 
worked up the strong interest wished for 
would be re-established in medical societies. 
J. M K. 


THE PROBLEM OF TODAY. 


The progress of medicine has ever been 
marked by eras which were distinguished for 
investigations and discoveries along certain 
definite lines. So important have been these 
exceptional achievements of each era that no 
one of them can be said to have been greater 
than all others. But the particular problem 
of the present is one, the solution of which 
will deserve to be termed humanity’s greatest 
boon. 

In its pathological and chemical aspects pul- 
monary tuberculosis has long been understood, 
and today it may be fairly claimed that its 
practical management has also been worked 
out. But the great difficulty has been to 
arouse the public and secure the co-operation 
without which the best directed efforts of the 
profession can only result in failure, or at best 
partial and limited success. Happily this dif- 
ficulty is rapidly being overcome by methods 
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as unique as they promise to be effective. No 
such movement as the present anti-tubercu- 
losis crusade has ever been witnessed in the 
world’s history. The elements engaged in it, 
the systematic way in which it was projected, 
and the enthusiasm and determination which 
obstacles are powerless to daunt, are the nota- 
ble features of the movement, of which the 
first mentioned is by far the most significant. 
In the past when laymen have manifested con- 
cern about disease fear has been the iiispira- 
tion and personal safety the motive. In ihe 
present instance philanthropy and altruism are 
in gratifying evidence. Women’s clubs, boards 
of trade, church organizations and_ similar 
bodies are vieing with each other in the ear- 
nest attention and effort the subject is receiv- 
ing, and the most forbidding hovel and fac- 
tory are being invaded from day to day in the 
name of health and happiness. This is the 


most hopeful and the most wholesome feature 
of the erusade. 

The South, perhaps, stands in more urgent 
need of this propaganda than any other sec- 
tion of the country, and it is a pleasure to note 
that a large measure of success has already 
been attained in this field. Kentucky, Ten- 
nessee, Alabama, Georgia, and Florida have 
each been entered by the exhibit of the Na- 
tional Anti-Tuberculosis Association, and have 
responded nobly to the appeals made. Let 
us hope that not only a welcome reception will 
continue to be extended, but that active, or- 
ganized co-operation will continue to be de- 
ve'oped in every section visited. 

Medical men do not need to be appealed to 
in such a cause, except, it may be, to manifest 
the interest which they cannot but feel. The 
cause is incomparably great and the opportu- 
nity likewise. A. B.C. 
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REPORT OF CASES. 


REPORT OF CASES 


NERVOUS ERUCTATIONS WITH REPORT OF A CASE. 


F. M. DURHAM, M.D., COLUMBIA, S. C. 


This is a neurasthenic condition character- 
ized by the swallowing of air and the belch- 
ing of air. The gas eructated is not a gas 
of fermentation or putrefaction, but is simply 
atmospheric air which is odorless and taste- 
less. 

It is a condition with no special pathological 
changes in the walls or glands of the stomach. 
However, eructatio-nervosa usually occurs in 
patients who have some disorder of the gas- 
tro-enteric tract. They are neurasthenic to a 
high degree and are usually anticipating some- 
thing fearful to happen. 

Eructations come in paroxysms and without 
reference to the ingestion of food. In some 
cases, however, only after some food has been 
partaken, even a swallow of water might bring 
it on. These belching spells may take place 
after meals, during the night or before break- 
fast and disappear without any appreciable 
cause. However, they are more often during 
or after great mental strain or worry. 

Nervous eructations are often associated 
with sexual neurasthenia. There are several 
theories as to how the air enters the stomach 
and the eructation of it. One theory is that 
the stomach acts as a bulb on the end of the 
cesophagus. When the circular muscles relax 
air is sucked into the stomach. When these 
muscles contract air is expelled. 

Another theory is that there is a free cir- 
culatation of air in the cesophagus and a spas- 
modic condition of the pharynx takes place 
which causes the air to be swallowed and ex- 
pelled. 

Some believe that the air does not enter 
the stomach but is stopped at the cardia and 
forced back. 


Whether the air enters the stomach or not 
these patients do swallow the air and do it 
unconsciously. 


TREATMENT. 


Eructatio-nervosa is not a disease, but is a 
symptom of neurasthenia. First look for the 
cause of the neurasthenia. Examine the con- 
dition of the mouth and throat. Correct dis- 
turbances in the alimentary tract. Give the 
bromides to relieve eructations. Endogastric 
faradization often stops this neurosis after a 
few treatments. 


REPORT OF A CASE. 


, age 32, weight 190. Mill 
operative. Came to my office December 27th. 
Previous history was good. He had had ty- 
phoid fever and pneumonia during his child- 
hood. Recovery from both was. complete. 
Present history: He complained of a burning 
and a rolling sensation in the stomach. A 
feeling as though a ball was rolling from one 
end of the stomach to the other, and felt bet- 
ter when food was in the stomach than when 
empty or nearly so. He had paroxysms of 
belching, which would come and go regardless 
of food in the stomach. 

He suffered from constipation and pharyn- 
gitis. His appetite was good and he chewed 
his food well and did not use alcohol or to- 
bacco. His wife had a long spell of sickness, 
during which she died, leaving to his care two 
small children. After his wife’s death he lost 
his mother. After the death of his mother 
one of his children had pneumonia. He got 
in debt. As a result of this worry he devel- 
oped a marked neurasthenia with ner 
eructations. Physical examination: He was: 
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well nourished, had good teeth, thoracic and 
abdominal organs were normal. 

Stomach analysis showed a marked degree 
of hyperchlorhydria. 

Treatment.—Alkalies to combat hyperacid- 
ity, gastric lavage for psycical effect. This 
relieved the burning in the stomach but had 
no effect on the belching. Later Hoffman’s 
anodyne was given. This controlled the belch- 


ing very much, but not altogether. Next time 
he came to my office he was told to place a 
cork between his teeth when— paroxysms 
would come on. This was done to keep his 
mouth open to prevent swallowing. It suc- 
ceeded in stopping all the paroxysms. 

In the preparation of this paper, Boas’ “Dis- 
eases of the Stomach,” Ewald’s “Diseases of 
the Stomach” have been consulted. 


On Thursday, February 4th, a young col- 
ored man was brought to hospital by ambu- 
lance. He gave the history that on Monday 
night of the previous week he had gotten into 
a drunken row and was struck just below 
external angle of orbital ring by a bottle, 
receiving a lacerated wound. He had not 
worked any since but had had no symptoms 
that had received any particular attention un- 
til wound on face became infected and pain- 
ful, and following this on Wednesday, ten 
days after injury, he noticed that some- 
thing was wrong with left side of face. He 
then went to a free dispensary and had wound 
dressed. The facial paralysis was noticed, but 
no close attention given to it. The physician 
was later consulted and said there was no 
symptom to lead one to suspect nature of 
the trouble. Next day his jaws began to stiff- 
en and muscles of back became rigid. On 
admission to hospital Thursday evening his 
jaws were firmly locked and muscles of back 
were in a tonic spasm. There was complete 
facial paralysis upon left side and the wound 
upon left side of face was inflamed and dis- 
charging a sero-purulent material. There was 
no involvement of the muscles of any of the 
extremities and apparently not of the chest and 
abdomen. Patient apparently entirely at him- 
self but could not be understood when attempt- 
ing to talk because of locked jaws. 


REPORT OF A CASE OF TETANUS. 


JNO. OVERTON, M.D., 
House Surgeon, City Hospital, Nashville, Tennessee. 


Wound was cleansed, scrapings saved, and 
wound swabbed out with tincture of iodine. 
It was decided then to do a lumbra puncture 
and to inject the antitetanic serum. Two sep- 
arate attempts were made to chloroform 
patient but these seemed to excite such spasm 
of the larynx that it seemed certain that he 
would have suffocated if this had been per- 
sisted in. Puncture was then made without 
anaesthesia, but it was quite difficult because 
of the extreme extension of spine. It was, 
however, accomplished and 35 c. c. of spinal 
fluid were withdrawn and 30 c. c. of serum, 
‘representing 3,000 units, were injected. Pa- 
tient was restless first part of night and had 
several convulsions exaggerating the perma- 
nent tonic spasm, He could swallow nothing 
and was incontinent of urine. He was given 
morphia and remained quiet up to 2 a. m., 
after which he had several convulsions, se- 
vere in character. 

Friday morning an attempt was made to 
inject into spine 5 c. c. of a twenty-five per 
cent. chemically pure magnesium _ sulphate, 
success of which was doubtful. Patient died 
soon after from asphyxiation following a se- 
vere spasm. On examination of specimen the 
tetanus bacillus was found by Dr. Wm. Lit- 
terer. 
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ABSTRACTS OF CURRENT LITERATURE 


MEDICINE 


SPASM OF THE CHEST MUSCLES, 
PARTICULARLY THE INTERCOS- 
TALS, AS A PHYSICAL SIGN 
OF DISEASE OF THE 
LUNGS. 


(F. M. Pottenger, American Journal of 
Medical Sciences, Vol. 137, No. 5.) 


Muscular rigidity has long been recognized 
as a sign of disease of the abdominal viscera, 
varying in location as to the organ involved, 
but Pottenger was not able to find rigidity 
of the chest muscles mentioned as a physical 
sign of the inflammation of the lungs. Mus- 
ser mentioned the fact that it occurred over 
pleuritis, but did not mention it concerning 
inflammation of the parenchyma of the lung. 

He finds this rigidity to be a constant sign, 
especially with reference to the intercostal 
muscles. The greater the infiltration the 
greater the rigidity and greater over recent 
inflammations. There is a much greater re- 
sistance to examining fingers in inflammations 
of the lungs than of the pleura. The resist- 
ance is different to that felt over the liver or 
heart on palpitation. The rigidity manifests 
itself in all the muscles of the chest, but mostly 
in the intercostals, except at the apices, where 
the muscles covering the superior opening of 
the thorax are involved. 

In some cases the sensory nerves are involv- 
ed, hence we have hypersensitive areas. The 
systematic way of eliciting this rigidity is by 
beginning below and comparing the intercos- 
tal spaces of each side. This is best done by 
pressing the tips of the fingers in the spaces 
and moving sidewise, the fingers not being al- 


lowed to slip along on the skin. He finds, 
when the cavity is formed, the resistance dis- 
appears, but may be found in old chronic !e- 
sions. This muscular spasm also helps to ex- 
plain the lagging of the chest wall in tub:2r- 
culosis. 

Muscular spasm can be found in every 
early case, if searched for, above the clavicie, 
above the spine of the scapula or in the first 
intercostal space. He has not been able to 
determine how long the rigidity lasts after 
the trouble has ceased, but knows it remains 
in some cases even for years and is probably 
due to fibrous changes in the muscles. 

Physical examinations are often not carried 
out thoroughly, since by the aid of the micro- 
scope and tuberculin reactions we are able to 
diagnose the trouble, but physical examina- 
tion should not be neglected, hence the value 
of this new sign. 


DIAGNOSIS OF GASTRIC ULCER AS 
TESTED BY OPERATION. 


(J. N. Hall, M.D., American Journal of 
Medical Sciences, May, 1909.) 


In a series of fifty cases of gastric, peptic 
and duodenal ulcer proved at operation, twen- 
ty-eight were males, twenty-two females. 
Twenty-one were in the fourth decade, twelve 
in the third, nine in the fifth, six in the sixth, 
two in the second. Twenty-eight of the ulcers 
were active, twenty-two were healed, but symp- 
toms demanded operations from contractions, 
adhesions, etc. Eleven cases had had trouble 
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for eighteen to thirty years, in five the ulcers 
were still active. Nine had existed ten to 
fifteen years, five for five to ten years, seven 
for three to five years, eight for two years, 
and ten for one year or less. Thirty-three 
ulcers were (or had been) pyloric, of these 
eighteen were still active, thirteen were gas- 
tric, and four duodenal. The stomach was 
dilated in thirty, fourteen being from active 
ulcers and sixteen from scars. Dilatation was 
present in but one of the four duodenal ul- 
cers. Splashing was present in twenty-six of 
the dilated stomachs. 

Sixty-six per cent. had vomiting, thirty- 
four per cent. had had hemetemesis, eight per 
cent. melana, eighty per cent. sour stomach, 
eighty-two per cent. had pain ; seventy per cent. 
tenderness, sixty per cent. muscular rigidity 
in region of stomach upon examination. Sev- 
enty-four per cent. had lost weight from ten 
to fifty-five pounds. 

Chemical analysis of stomach contents was 
obtained in thirty-six cases. In sixteen cases 
of active gastric and pyloric ulcer examined, 
twelve had high acidity, four were below 
normal. ~In seventeen cases of healéd ulcer, 
examined chemically, fifteen were below norm- 
al in acidity. In the two cases of duodenal 
ulcer examined one had low acidity, the other 
hyperacidity. Tenderness over the lower ribs 
and great hyperesthesia over the ulcer, was 
noted in several. Rigidity is often present, 
not as a result of active ulcer alone, but also 
from adhesions around healed ulcers. 

In one the scar was adherent to the liver, 
another to the pancreas, three to the gall blad- 
der, one had an hour-glass distortion from 
scar, chronic pancreatitis was present in one, 
three had complete perforation, one incom- 
plete, and one. had large cancer near base of 


the scar. 


All were treated by gastro-enterostomy but 
five, of which Finney’s operation was done in 
two. There were six fatalities. 

Of the remaining forty-four cases, thirty- 
two are cured, ten much relieved, one with 


dilated atonic stomach is worse, and the one 
with cancer remains as before. Patients with 
stomachs dilated beyond hope of regaining 
motor power, generally fail to improve, espec- 
ially if neurasthenic. 

Several cases of pyloric ulcer had been oper- 
ated on for gall stones or appendicitis, this 
is more common in duodenal than in gastric 
ulcer. Dilatation of the stomach may come 
from spasm of pylorus, from the irritation of 
an ulcer in that region as well as from me- 
chanical obstruction. Should not be misled by 
presence of enlarged lymp-nodes with asso- 
ciated thickening around pylorus; has seen. 
them disappear with healing of ulcer. 

In diagnosis of gastric ulcer we should not 
look on it as comparatively rare, instead of a 
common one; we should not look for such a 
classical history, especially of vomiting and 
hemetemesis, with a high acidity report from 
the laboratory ; we should not overshadow the 
physical findings with the chemical, which is 
extremely variable, for after the chronic gas- 
tritis is set up, dilatation occurs, or the patient 
becomes anemic, the hyperchlohydria disap- 
pears. We should lean to the side of ulcer, 
and if the patient complains of persistent in- 
digestion, pain, tenderness, vomiting and rigid- 
ity, or two or three of the phenomena, even if 
hyperacidity not be present, we should sus- 
pect ulcer. 

He believes tilcer of the stomach is more 
common than we think: a scar is often found 
blocking the pylortis, in which there has been 
no symptoms of ulcer: ulcer is probably pres- 
ent in the majority of persistent sour stom- 
achs. Tenderness and rigidity over the stom- 
ach in this class of cases should clinch the 
diagnosis except in certain neurotics. A 
markedly dilated stomach in a young patient, 
not especially neurasthenic, should suggest py- 
loric ulcer or result, if there have been any 
symptoms of indigestion in the past: that no 
neurasthenic should be treated without inves- 
tigating the size and digestive ability of stom- 
ach: that patients not relieved promptly by 
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medical treatment should be studied carefully 
from a surgical standpoint: that the bedside 
examination be given more weight than the 
laboratory: and that a diagnosis of gastric 
ulcer can be made almost certain by careful 
investigation. 


A. D. 


SURGICAL ANEMIA AND RESUSCITA- 
TION. 


(By Geo. W. Crile, M.D., in American Jour- 
nal of the Medical Sciences, April, 1909.) 


In the vegetable and animal kingdoms fune- 
tional activity and growth require an almost 
constant supply of food; otherwise, impair- 
ment or loss of function must follow. Neither 
individuals as a whole nor the various organs 
and histological elements respond equally to a 
diminished or a complete loss of food. Death, 
therefore, falls unevenly upon various tissues 
and organs. Definite death signifies final ex- 
tinction of the vital spark; relative death 
means suspended animation, and is susceptible 
of reanimation by supplying the required nour- 
ishment, the condition being due to loss of its 
complex food supply. This impoverishment 
is designated anemia. 

Surgical anemia may be due to hemorrhage, 
shock, or segregation of the blood, or to me- 
chanical obstruction. The results, whether 
partial or complete, local or general, depen] on 
the resistance of tissues involved. An organ 
may cease to functionate while its cells. still 
survive, and some functions of cells remain 
while others are lost. Then, how long may 
anemia of various organs exist and be resus- 
citated? And how can this be best accom- 
plished? The skin may be removed and grow 
again after weeks. Rigor mortis of voluntary 
muscles begins after about twelve hours. Bones 
endure a longer period, and nerves degenerate 
more quickly than muscles. The kidney may 
survive a total anemia for more than an hour, 


and the intestines for six or seven hours. The 
heart has beat rhythmically after preservation 
for forty-four hours. Blood vessels endure 
weeks, while parts of the central nervous sys- 
tem vary greatly. 

Resuscitation refers to the body, an organ, 
or a tissue. In local anemia from mechanical 
pressure or injury ordinary measures are used. 
In occlusion of supplying vessels anastomosis 
and heteroplastic transplantation of blood ves- 
sels are employed. In anemia from shock or 
hemorrhage direct transfusion of blood are 
recommended. Transplantation of organs, es- 
pecially viscera, is discussed, also the dire and 
swift results of complete anemia of the cen- 
tral nervous system. Partial and local anemia 
of the brain and cord are often amenable to 
treatment. Simultaneous closure of both com- 
mon carotids has been done by Crile, but was 
accompanied by unmistakable signs of danger. 
Atheroma increases this danger. 

Where sitting posture is necessary after 
operation, the consequent cerebra! anemia may 
be overcome by the pneumatic rubber suit. In- 
creased intracranial tension ana its causes 1i¢cd 
physiological interpretation. The rigid skull, 
though a protector from external violence, in- 
creases the consequent anemia. Hence, na- 
ture’s curative effort is the displacement of cer- 
ebro-spinal fluid and an increased general 
blood pressure. The symptoms of compression 
are analyzed according to the degree of pres- 
sure. Surgical approach must be physiolog- 
ical; the circulation is not to be depressed, but 
should be supported. Decompression must be 
done with the least possible hemorrhage and 
shock. 

Discussing resuscitation of the body as a 
whole, experiments on the excised heart show 
that resuscitation of this organ depends on 
pressure in the coronary arteries. This is ob- 
tained by plain infusion combined with car- 
diac massage. Adrenalin is an adjunct only 
if injected into the arterial system near the 
heart so that the effect is transmitted directly 
to the coronaries. If injected into the veins 
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and compelled to pass through the right heart 
and lungs before reaching the’coronaries an 
excess of the solution and blood collects in the 
right heart and defeats our purpose. 

In general, with resuscitation the following 
sequence of return of the various functions and 
reflexes is noted: Vasomotor action, respira- 
tion, corneal and patellar reflexes, winking, 
cutaneous reflexes, contraction of pupil and 
light reflex. To determine the limits of re- 
covery after total anemia of the central ner- 
vous system, twenty dogs were killed by chlor- 
oform and resuscitated after varying lengths 
of time from three to fourteen minutes. None 
recovered after eight and a half minutes. 

Technic in Human Resuscitation—The pa- 
tient recumbent, make rapid rhythmic pressure 
upon the chest, one hand on each side of ster- 
num, producing artificial respiration and mod- 
erate artificial circulation. Then insert a can- 
nula toward the heart into an artery. Normal 
saline is infused by means of funnel and rub- 
ber tubing. When flow begins pierce tubing 
near cannula with hypodermic needle and in- 
ject 15 to 30 minims of 1 to 1,000 adrenalin 
chlorid. Repeat in one minute, if nécessary. 
Synchronously with this injection the rhythmic 
pressure on thorax is brought to a maximum. 
This distributes the adrenalin, producing a rise 
of arterial, hence coronary pressure, thus start- 
ing cardiac contractions. This result obtained, 
the cannula is withdrawn. Bandaging the ex- 
tremities and abdomen tightly over cotton is 
useful. Two points are here noted: (1) The 
human heart seems to respond more readily 
than that of a dog. (2) The staff must be 
drilled to begin technic within two minutes on 
account of the rapid degeneration of the cen- 
tral nervous system. This method is the most 


effective known. R. W. B. 


Extracts from the European Medical Journ- 
als, translated for the Southern Medical Journ- 
al by A. E. Thayer, M. D., State Bacteriolo- 
gist for Florida. 


Within the last six months a number of 
interesting observations on the circulatory 
system have appeared. Kraus (1) passes the 
various methods in review which are used for 
determining the blood pressure in the arteries, 
gives for the average maximum pressure in 
the brachial (observed on twenty healthy sol- 
diers) 125-130 mm. Hg. and sums up in the 
following table the most important clinical 
conditions accompanied with increased and de- 
creased pressures: 


Increased (a) permanent. 
Indurative nephritis. 
Arteriosclerosis, even in the early stages. 
Toxic cardiac dyspnea with arterial hypertension. 
Hyperglobulism. 
Basedow’s disease (inconstant). 
High pressure stasis. 
(b) Transitory. 
With muscular exertion. 
Pain. 
Crises of tabes. 
Neurasthenia with intestinal symptoms. 
Arteriosclerosis. 
Angina pectoris. 
Toxic and drug effects, including alcohol, excitants, 
CO2 baths. 
Decreased (a) permanent. 
Heart disease and instfficiency. 
Addison’s disease. 
(b) Transitory. 
Collapse. 
Neurasthenia, with vaso-motor symptoms. 


He brings out the fact that the work of 
the heart stands in relation (not absolutely 
proportional) to the volume of oxygen used 
in the entire organism, and is probably con- 
trolled by the nervous mechanism. 

Plesch (2) calculates by special apparatus 
the following three factors: 1. The amount 
of oxygen required in one minute by the body. 
2. The per cent. of oxygen in the blood of the 
right side of the heart before it goes to the 
lungs for a new supply of oxygen, and 3 
the per cent. of oxygen in the arterialized 
blood, or the change in oxygen content which 
the venous blood has undergone in passing 
through the lungs; and from these three fac- 
tors calculates the minute volume of blood 
forwarded by the heart as well as the volume 
delivered to the aorta with each beat. He 
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believes that in this way we obtain accurate 
conceptions of the physiological and patho- 
logical dynamics of the circulation, the work 
accomplished by the heart, and the cardiac 
power of accommodation. 

Dietlen (3) points out that by the X-ray 
(orthodiagraphic) the form of the heart in 
emphysema, instead of the usual more or less 
complete oval projection gives, in the absence 
of hyperthrophy and dilatation, a heart which 
lies more deeply and is more vertical and me- 
dian than normal, hanging on a long and nar- 
row vascular pedicle; normally an approach 
to this appearance occurs in deep inspiration, 
and the same is found with stenosis of the 
trachea and larynx. When hyperthrophy oc- 
curs with emphysema the heart shadow is 
more plump and four cornered, and this is 
observed also in bronchial asthma. In the 
asthmatic attack there are marked variations 
in the apparent size of the heart and these are 
the opposite of what is observed in health, for 


there is a decrease during expiration and an 


increase during inspiration. He believes that 
this is explained as the result of decreased 
diastolic filling of the heart during dyspneic 
expiration on account of excessive intrapulmo- 
nary blood pressure. The same observer (4) 
claims that recognizable acute dilatations of 
the heart are comparatively frequent in diph- 
theria, scarlet fever, articular rheumatism, and 
less often in typhoid. On the other hand, in 
pneumonia this orthodiagraphic appearance is 
uncommon. But as Herz (5) points out, 
there may be an increase in the projection 
field on the surface of the body without nec- 
essarily an actual increase of the mass and 
volume of the heart. A common cause of this 
deceptive appearance is a more transverse sit- 
uation of the heart because of collections c 

gas or fluid in the abdomen, or upward 
pressure from a tumor. This leads to a 
bending of the heart on the ascending aorta, 
the formation of a vortex in its cavity and a 
false murmer which may be mistaken as evi- 
dence of a valve lesion. Other causes of the 


abnormal transverse position are increased in 
the length of the first part of the aorta as in 
arteriosclerosis, muscular relaxation in neu- 
rasthenia, and malformations of the thorax 
from rhachitis. In chlorosis, Barie (6) found 
among eighteen young women between 17 and 
24 years of age, decrease of the heart in nine, 
increase in three, and physiological conditions 
in six. He finds that dilatation in this disease 
may effect either side of the heart, or both, as 
the result of atony of the myocardium and 
gastric neuropathic dyspepsia. The dilita- 
tion is usually transitory and seldom reaches 
a high degree. 

Moussous (7) has studied asystoly in in- 
fants and considers that the most important 
cause is pericarditis, either the latent form or 
with adhesions, producing pressure upon the 
auricles and frequently extending to involve 
the muscular tissue of the heart. Myocarditis 
is very uncommon by itself, but is usually ac- 
companied by inflammatory changes in the 
external and internal investing coats. Rheu- 
matic pericarditis is less important as a fac- 
tor. Asystoly in the infant is apt 
to result in edema, thoracic and abdom- 
inal stasis, and albuminuria, than in adult 
patients because of the better condition 
of the vascular walls, and arythmia may 


less 


‘be absent while the myocardium is healthy, 


Congenital defects of the heart seldom cause 
asystoly unless a secondary extra-uterine dis- 
ease follows, and these patients die, as a rule, 
from paroxysmal cyanosis with hemorrhages 
from the nose and gums, or from intercurrent 
disease. 

In the early diagnosis of diabetes Loewi 
recommended the installation of a solution of 
adrenalin in the eye of the suspected patient, 
which produces dilatation of the pupil with 
diabetes but not in healthy subjects or in other 
disease. This reaction has been studied by 
Bittorf (8) in Strumpell’s clinic on eight dia- 
betic patients of different ages and with vary- 
ing severity of the disease, and in none of them 
was there any trace of dilation. In a second 
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series of cases, including Basedow’s disease, 
a pical tuberculosis, tabes, syringomyelia and 
peritonitis the reaction was negative. In two 
cases of diabetic coma, which soon terminated 
in death, he obtained a reaction, and also in 
a case with left-sided facial paralysis. These 
three cases presented dryness of the cornee 
with minute epithelial defects, and consequent- 
ly the cornea was pervious. to the adrenalin as 
it is not normally, which probably explains 
the resulting dilatation. But as a diagnostic 
test of the disease he does not support Loewi's 
claims. 

Decreased ocular tension as a point’in the 
differential diagnosis of diabetes, as described 
by Heine and Krause, is again insisted on by 
Rogge, who publishes (9) a striking case, but 
no explanation for this loss of tone in the eye- 
ball has yet been offered. 

The importance of the “carrier” 
spread of typhoid fever has long been recog- 
nized, the apparently healthy person who may 
or may not give a history of the disease and 
yet has the typhoid bacilli in the gall bladder 
or urine; perhaps of equal importance for 
epidemic meningitis are the persons who for 
months have the specific cocci in the mucus 
of the nose and pharynx. 

Hubner and Kutscher (10) examined fifty- 
four soldiers with catarrhal affections of the 
upper air passages and found the meningo- 
coccus in three. A further examination of 400 
soldiers discovered 8 positive, or 2.8 per cent. 
of the total number, none of whom had any 
The 8& mentioned 


for the 


symptoms of the disease. 
had been drilled where they came in contact 
with a regiment in which cases had been ob- 
served. Vagades (11) found 33 carriers 
among 1,703 persons examined. Burns and 
Hohn (12) report 401, or nearly 22.5 per cent. 
of carriers among 1,786 persons examined, 
and lay stress upon the importance of imme- 
diate bacteriological study of the specimen of 
nasal or pharyngeal mucus, for in a series 
where there was some delay in delivering the 
material the per cent. of positive cases was 


much lower. At the height of the epidemic 
they found among 330 persons who came into 
relations with patients ill of the disease, nearly 
50 per cent. with meningococci in the nose 
and pharynx, but toward the end of the epi- 
demic there were but 10 per cent. of carriers. 
They estimate that in any given outbreak of 
the disease there are at least ten times more 
people with the specific germ in the upper air 
passages than the actual number of patients. 
A satisfactory method of treating these car- 
riers has not yet been proposed, gargling an 
irrigation with disinfecting solutions, insuf- 
flation of similar powders, or of dried bac- 
tericidal serum, pyocyanase and chlorin vapor, 
have all been shown to be unreliable. Von 
Lingelsheim (13) states that the presence of 
the cocci in the upper air passages is more 
frequent early in the disease than later, which 
is important both for prophylaxis and for early 
bacteriological diagnosis. Out of 787 spec- 
imens of mucus from patients, 182, or 23 per 
cent., gave positive bacteriological results, but 
while the naso-pharyngeal mucus is the most 
frequent site of their development, they may 
spread also to the larynx, trachea and bronchi. 
Westenhoeffer (14) has found them in the 
kidney and Benneke (15) in the circulating 
blood. Mucus for early examination is best 
obtained by means of a long sound, armed 
with cotton, passed into the nose as far as the 
pharyngeal wall and swept over the pharynx 
while the tongue is held down. It should ke 
planted on ascites agar with as little delay 
as possible. There are at least five other va- 
rieties of cocci found in the nose with which 
the meningococcus may be confused, and, 
hence bacteriological diagnosis is not adapte | 
to general application, but is valuable where 
a well-equipped laboratory and a well-trained 
man are available. The identity of meningo- 
cocci with gonococci and similar organisms 
must, according to Milhit and Tanon (16), 
be still left undecided. Von Lingelsheim 
sums up the epidemic characters as follows: 

1. The disease spreads by irregular exten- 
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sions, many members of a family being ill at 
one time or only after long intervals. 

2. There is no reason to believe that the 
contagion is conveyed by rooms, linen, cloth- 
ing, utensils, which a patient has used, food or 
drinking water. 

3. Insects, like fleas and bed bugs, probably 
do not carry it. 

4. It is a disease most prevalent 
weather. 

5. There is apparently less danger from pa- 
tients ill in bed than from the apparently 
_ healthy carrier, for the latter has more oppor- 
tunity to disseminate the cocci. 

Huber (17) considers pyocyanase of great 
value in the treatment, altho not specific, and 
recommends large doses of the chest serum 
—apparently he has not heard of Flexner. 
Crede’s ointment is of no value in the epidemic 
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TRAUMATIC CATARACT IN _ CHIL- 
DREN. 


(In the Louisville Journal of Medicine and 
Surgery, February, 1909.) 


Adolph O. Pfingst reports five cases of 
traumatic cataract occurring in children treat- 
ed by needling the lens. After a brief ana- 
tomical review of the lens and its capsule, 
the author points out the changes which take 
place in the lens whenever the aqueous humor 
infiltrates the lens substance. 

While penetrating wounds are most fre- 
quently the cause of traumatic cataract, the 
lens often becomes opaque after blows upon 
the eye, without an apparent rent in the cap- 
sule. Cases are also on record where the opac- 
ity took place through the posterior capsule 
from the vitreous. 

The author believes that in cataracts with- 
out an apparent capsule tear, which after sev- 
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disease but is helpful when the meningitis is 
due to staphylococci. 
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eral months show no sign of absorption, the 
absorption process should be started by incis- 
ing the anterior capsule with a knife needle. 
The needling is repeated in four to six months, 
whenever the absorption process -has appar- 
ently come to a stop, and provided the pupil 
is still obstructed. Finally the lens capsule 
is split to bring about a clear black pupil. In 
most cases in which the absorption was start- 
ed by the penetrating wound two operations 
sufficed, and in the cases where the process 
had to be started by a needling three opera- 
tions beame necessary to bring about a clear 
pupil. 

The most frequent complications met with 
in the treatment of these cases is iritis. Sec- 
ondary glaucoma occurs in a certain number 
of cases and exceptionally cyclitis has been 
reported. 

The usefulnes of an eye successfuly oper- 
ated upon is rather limited, assisting the pa- 
tient principally by increasing the range of 
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vision on the side of the aphakic eye. The use 
of a correcting lens on the aphakic eye is not 
advised, provided the other is perfect or nearly 
so. 

Attention is also called to the disadvantage 


of leaving cataractous lenses entirely to na- 
ture, as thickening of the capsule frequently 
with adhesions to the iris and at times cycli- 
tis with closure of the pupil results. 

M. M. C. 
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REVIEWED 


Surgery of the Upper Abdomen, In two vol- 
umes. By John B. Deaver, M.D., LL.D., 
Surgeon-in-chief to the German Hospital, 
Philadelphia, and Astley Paston Cooper 
Ashhurst, M.D., Surgeon to the Out-Patient 
Department of the Episcopal Hospital, Phil- 
a delphia. Volume 1—Surgery of the Stom- 
ach and Duodenum, with 176 illustrations, 
several of which are printed in colors. 
Philadelphia. P. Blekison’s Son & Co., 
1012 Walnut Street. 1909. 


BOOKS 


This volume is a very complete exposition 
of the present knowledge of the surgical dis- 
eases of the stomach and duodenum which is 
of place in the ever widening scope of surgical 
efficiency. It is written in the forcible and 
characteristic manner of Dr. Deaver, and also 
bears the marks of the thoroughness and com- 
pleteness with the scholarly touch of Dr. Ash- 
hurst. Of the benign diseases ulcer is ac- 
corded the most prominent place. The charac- 
teristics of open ulcer are described as pain 
coming on soon after food is swallowed in 
some well-defined spot in the epigastrium, to- 
gether with tenderness to pressure, either ac- 
companying the pain or in the interval and 
referred to the left hypochondrium and _ the 
left scapula. Vomiting and haematemesis are 
fully described, together with hyperacidity of 
the gastric secretion, anemia and the changes 
in the gastric motility. 

The following paragraph has reference to 
gastric ulcer: 

The clinical history of the patient is the 
feature of the disease which is most constant, 
and which must, in our judgement, take pre- 
cedence over the physical examination, and 
over diagnosis by means of laboratory meth- 
ols. Too little attention is commonly paid, 
both by the family physician and the consult- 
ant, to the importance of eliciting a clear and 
untrammeled account of the origin and prog- 
ress of the malady from which the patient 
suffers. In cases of doubt, the attendant should 
return to the charge again and again, and 
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should endeavor, without putting upon the pa- 
tient’s tongue any false answers, to obtain 
from him such responses as will, when strung 
together in chronological order, reveal the 
natural course of the disease. 

The prognosis is shown to be bad in un- 
treated cases, and the most methodical and 
energetic medical treatment, while benefitting 
open ulcer, is distinctly disappointing in ci- 
catrizing chronic or callous ulcer. Hemor- 
rhage kills five per cent. and perforation at 
teast fifteen per cent. The other complica- 
tions are “pyioric stenosis with its long train 
of maladies due to dilated stomach ; hour-glass 
stomach, and other results ot adhesions and 
distortions ; the transition of ulcer into carci- 
noma; subphrenic abscess and even pernicious 
anemia.” 

Gastro-enterostomy gave only eight-tenths 
per cent. mortality in the hands of Moynihan, 
and in addition to Deaver’s own low mortality 
the Mayo’s series of 167 gastro-enterostomies, 
for all causes, with only one death is quoted. 
The following strong light is shed upon the 
subject by Kocher: 

The majority of practitioners do not suffi- 
ciently realize what brilliant results are to be 
obtained by operative means in chronic affec- 
tions of the stomach, commonly known as gas- 
tric catarrh. Not only can the numerous dan- 
gers of ulcerating affections of the stomach, 
such as hemorrhage, perforation, transition 
into cancer, be prevented, but the disease and 
its results may be so rapidly and certainly 
cured that the medical treatment of obstinate 
cases must be put in the background. The 
pain in the stomach disappears immediately 
after the operation. This is the invariable 
rule. The patient does not require to pay any 
further attention to the nature of his food. 
The vomiting disappears. The bowels become 
regular. Repeated invéstigation of the gas- 
tric contents shows that there is a progressive 
improvement in the process of digestion; hy- 
peracidity diminishes ; if too little acid is pres- 
ent, it becomes increased. 
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Relationship of long suffering from dys- 
pepsia and the subsequent development of can- 
cer of the stomach is dwelt upon. The moan 
of surgery has always been that cancer pa- 
tients are not seen early enough for operation. 
The following statement occurs on page 283: 
“It has been true in the past, but it is now 
much less true, at least of progressive physi- 
cians, that they did not send the patients early 
enough to the surgeon. The surgeon should 
be called in consultation as soon as an ana- 
tomical cause for the gastric disease is rec- 
‘ognized, and in obscure cases he should be 
consulted even before this stage of accuracy 
‘in diagnosis has been reached. Likewise, when 
gastric cases come directly to the surgeon, he 
is only too glad to have the opinion of his 
‘medical colleagues, and to avail himself of 
such aids as the clinical laboratory can afford ;” 
also on page 234: “It seems to us that every 
case diagnosticated certainly as circinoma of 
the stomach before operation is a disgrace to 
the attending physician, provided he has had 
the patient under treatment for more than a 
few weeks.” He urges the necessity of explor- 
atory operation in cases where stomach affec- 
tions, which exist without a discoverable and 
‘early assignable cause, resist medical treat- 
ment. The results in partial removal of the 
‘stomach for cancer, while not brilliant, are 
‘gratifying and hopeful. Most of the patients 
‘were found to live twenty-four or twenty-five 
‘months afterwards, or more than twice as long 
as the average duration of life, without oper- 
ation. 

Peterson reckons that one-fifth of those who 
survive resection will be permanenly cured. 
Of thirty-one patients from Braun’s clinique 
two patients, and possibly four, can be counted 
as having been ultimately cured. 

Peterson found from British sources forty- 
‘one and six-tenths per cent. of cases surviv- 
ing gastroectomy alive and well at the end of 
three years after operation. 

Deaver himself estimates at present about 
ten or fifteen per cent. of patients treated by 
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gastroectomy to be permanently cured without 
liability at recurrence. 

The various operative procedures in all of 
their detail are described in full, as well as 
the various complications and sequeles. 

It is an exceedingly strong and fair minded 
book and could be perused with as much in- 
terest by the internest as by the abdominal 
surgeon. 


W. D. H. 


A Text-Book of General Pathology—By J. 
Martin Beattie, M.D., and W. E. Carnegie, 
M.D., of Edinburgh. 


The authors have brought out a small vol- 
ume of 451 pages on general pathology. Spe- 
cial pathology is not touched upon in this 
work, but is dealt with in a separate volume 
which is now ready, or will be ready at an 
early date. It is thoroughly up-to-date and 
characterized by a terseness and_ brevity, 
which, while it is always to the point, is devoid 


of the verbose descriptions common with some 
writers on pathology. 

The chapter on “The Cell in Health and 
Disease,” is especially interesting. While it 
may not present many new ideas, yet the im- 
portance of a careful study of histology of 
the normal cell, or cell in health, is a_pre- 
requisite for a proper understanding of the cell 
in disease, is fully emphasized. 

The degenerations are handled in an able 
manner, and their descriptions illustrated by 
colored plates, cannot but make the subject 
reasonably clear to the average student or 
practitioner. While bacteria are not included, 
animal parasites are given considerable space, 
and the latest discoveries concerning their 
habits and life cycles are set forth, and many 
being depicted by original illustrations. Of 
course, the book is not faultless by any means, 
but what work on this or any other subject 
is? But to those for whom it was written, 
the student and the practitioner, it is an ad- 


mirable and ready reference work. 
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ELECTRO-THERAPY 


Many a physician has had the subject of electro- 
therapy broached tohim. He has been told that it is 
valuable, but how to apply it, well, that is another 
story which the salesman or manufacturer is uncon- 
erned about. Now it stands to reason that, no mat- 
ter how interesting the modality may be, if we do not 
know how and when to apply it, it will not be of in- 
terest to the profession. Another reason why many 
physicians have refrained from interesting themselves 
in the subject is, that manufacturers have made the 
apparatus unnecessarily complicated. A wall plate 
equipped with the necessary apparatus for obtaining 
the galvanic and faradic current, and the cost of 
which does not exceed fifty dollars, including the 
necessary electrodes, will do as good work as the ap- 
paratus costing twice or three times as much, and be 
far less confusing. A Carp atier-Deprez milliam- 
meter, with double scale for both fine and coarse 
reading and a Gaiffe rheostat which is wear proof, 
and can be regulated to a quarter milliampere, is all 
that is required for the administration of galvanic 
currents. This temperature co-efficient of the rheo- 
stat being nill the applied voltage cannot change and 
the readings obtained on the milliammeter will be 
constant. 

The faradic coil designed to deliver a large cur- 
rent volume from either primary or secondary, (this 
being necessary to obtain results) and having the 
core made of the finest annealed Norway iron wire, 
same as is used in x-ray coils, the secondary being a 
large winding of low resistance, will therefure deliver 
its current at a greater potential than the coils usu- 
ally used for this work. It must be equipped with 
pendulum vibrator with sliding weight for varying 
the number of interruptions. Also aso-called ribbon 
vibrator, employing a thin steel ribbon under high 
tension is also to be included in the equipment. The 
faradic current must be controlled from the same 
rheostat, so as to avoid confusion, and one switch 
for the two vibrators and for the galvanic or pri- 

mary and_ secondary 
galvanic .should com- 
plete the equipment. 
The ‘W. M. Wall plate 
No. 5 fills these specifi- 
cations admirably and 
can be obtained in open 
face or closed case with 
beveled glass door. It 
is a most attractive ap- 
paratus, compact and 
just the thing for the 
busy practitioner. A 
rectifier will allow the 
use of the alternating 
current, doing away 
with the cells. The 
price is very reasonable 
for a first-class wall 
plate, being thirty dol- 
lars for the open face 
and forty dollars for the 

If you are interested in electro-therapy, you must 
have the complete detailed specifications of this. 
Write for No. 5. 


The Wm. Meyer Co. 


DEPARTMENT R. 
Cambridge Building, Chicago, Ill. 
The Catalogue of The Wm. Meyer Co. contains 96 pages 


of electrical apparatus of interest to the progressive doctor. 
If it is electrical, they make it. 
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AMBULATORY PNEUMATIC SPLINT 


RESULT IN BONE UNION WITHOUT SHORTENING OR DEFORMITY. 
RECOMMENDED AND USED BY BEST SURGEONS EVERYWHERE. 


itis employed with great success in all cases where exten- 
sion, counter-extension and immobilization are desired while 
the patient is in the recumbent (bed) or ambulatory (walking) 
position. 
it is an open dressing, permitting of frequent inspection, 
bathing, dressing to injuries of the soft tissues, ventilation, 
massage and early painless use of the limb, with perfecf safety. 
it is easily applied without pain, and allows the patient to 
move around in bed, sit up, or walk about at once; gradually 
prolonging the period of activity each day until recovery is 
complete. 
It reduces the reduction of fractures and dislocations to 
a comparatively easy, safe, accurate and reliable setting— 
retaining the broken bones in their proper position. 
it permits the application, if desired, of supporting’ apposi- 
tion splint for leg or thigh fracture with which buckling straps 
are furnished for adhesive strap traction—in connection with 
the pneumatic cushions on and between the bony prominences 
of the ankle and foot and tuberosity of the ischium. 
It is far superior to any other form of dressing or appli- 
ance—with it patients are more comfortable, able to walk 
about, eat and sleep better, are stronger and convalesnce with | 
** no ill after effects’ in the most rapid manner possible. 
Adjustable to right or left limb It carries out all of the surgical principles: Extension 
and counter-extension on andibetween bony prominences, both. 4 
perfect safety, with fractured above and below the injury; immobilization; maintenance of a 
femur. free circulation, gradual daily extension until subsidence of Ambulatory Pneumatic Splint. 
inflammatory exudate is complete and satisfactory continuity Adjustable to right or left limb 
has been secured; inspection; judicious exercise; dressing as Showing patient in street cos- 
indicated; lateral traction; anterior and posterior, as required 
for better approximation; massage; ventilation; bathing, etc. 
It prevents shortening, deformity, non-union of bones, malpractice suits 
and pays for itself every time it is used by increasing any doctor's practice and 
reputation for the best results. 
It is made and finished in a first-class manner of the very best quality of 
cold, hard-drawn, light seamless steel tubes, with adjustable screws and cush- 
ions of webbing and flannel containing pure gum rubber air cushions with ad- 
justable valves 
itis made in two sizes, child's and adult’s. It may be applied to either limb and 
adjusted to patients of various sizes. 
It wili give perfect satisfaction to patient and surgeon and will wear for 
years, and being washable, may be applied any number of times for the various 
purposes for which it is used. 


DIRECTIONS FOR ORDERING. 


State: Nature of fracture? Length of limb, sole of foot to perineum? Cir- 
cumference thigh at pelvis? Right or left limb? Shoe for male or female? If 
for fracture of upper third or neck of femur or hip joint disease, also state: 
Circumference of hips? Around chest? Sole of foot to arm-pit? 

With this information we will send splint fitted ready to apply comfortably to 
patient, with all parts fully tagged, and with application notes enclosed and splint 
guaranteed to give perfect satisfaction. 


Ambulatory Pneumatic Splint. 


Ambulato 
Pec iets PRICES TO PATIENTS ON ORDER OF PHYSICIANS ONLY. Pneumatic Splint. 
Immobilizing Attach- Ambulatory Pneumatic Splint, with shoe, little key and pump__. -______- 0 09 Adjusable to right or left 
ment, padded cloth Joint Immobilizing limb. Showing applica- 


board supports and 


0 
‘ é Compound Key (for lengthening or shortening four screws of splint tion of splint with poste- 
adhesive extension 


strap, for fracture of Case for carrying complete outfit........---.------------------------.......... 5 00 support for fracture of the 
femur, hip or hip-joint leg, knee or ankle. Price 
disease. Price to pa- 15 Per Cent. CASH DISCOUNT TO PHYSICIANS, to patients, $40. 


ORDER TO-DAY FROM 


AMBULATORY PNEUMATIC SPLINT MFG. CO., 60 Wabash Ave., CHICAGO, ILL. 
or SNELL BROTHERS CO., Nashville, Tenn. 
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the: physician wants—and | ‘should _demand~in a hypeder- 
_ matic tablet.» Why. accopta tablet that merely, disintegrates in 
‘water > And ‘that is just what; some hypodermatic tablet 


_PARKE, DAVIS & COS 
HYPODERMATIC’ TABLETS 
residue. Fest one by the watch] ‘Drop the tablet i 
> “partly filled with lukewarm water. Shake vigorously. 
seconds (or less) it ‘will have dissolved completely. Tryit 
PARKE, DAVIS & €0’8 HYPODERMATIC: TABLETS 
are true to label. ‘They are ‘active, 
them when ordering. 
Vials of 25—not 20, @upplied by’ 


"EASILY PREPARED, RIGHT IN ONE’S OWN HOME, 
WITH LACTONE. TABLETS. od 

ACTONE BUTTERMILK lo berter than deizy etter than basic: 
Iris quite as palatable, Quite as appetizing.  {t is more nutritious, moré nourishing. 
“The reason for this is that it rétains all of the food ‘elemente of the sweet milk, In 
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